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Abstract 
 
 
This thesis reports the findings of the first in-depth qualitative research on the socio-cultural 
perceptions of and responses to HIV and AIDS from the two selected tribes in rural Fiji. The 
study is guided by an ethnographic framework with grounded theory approach. Data was 
obtained using methods of Key Informants Interviews (KII), Focus Group Discussions (FGD), 
participant observations and documentary analysis of scripts, brochures, curriculum, magazines, 
newspapers articles obtained from a broad range of Fijian sources. 
 
The study findings confirmed that the Indigenous Fijian women population are aware of and 
concerned about HIV and AIDS. Specifically, control over their lives and decision-making is 
shaped by changes of vanua (land and its people), lotu (church), and matanitu (state or 
government) structures. This increases their vulnerabilities. Informants identified HIV and AIDS 
with a loss of control over the traditional way of life, over family ties, over oneself and loss of 
control over risks and vulnerability factors.  
 
The understanding of HIV and AIDS is situated in the cultural context as indigenous in its origin 
and required a traditional approach to management and healing. The informant’s responses are 
constrained by their socio-cultural status, cultural meanings and beliefs of illness. 
 
The findings also reveal that there remains a big gap between cultural knowledge and what 
people know, what people need to know and what is currently provided by the health ministry to 
address HIV and AIDS in Fiji. In addition to gendered constraint to their decision-making, health 
seeking choices included accessibility, availability, affordability and quality of care provided in 
the formal health sector. The analysis highlights that health planners, policy makers and health 
promotion messages are not addressing these factors. 
 
The research findings highlight the importance of understanding, recognising and valuing 
gendered cultural beliefs, indigenous knowledge and perceptions of HIV and AIDS in developing 
responsive strategies for prevention and control.  
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The following glossary lists used translation by Gatty (2009), Fijian –English dictionary. 
Other terms not included such as names of plants and Fijian social structures are glossed in 
the text and presented in italics. Terms are listed in English alphabetical order. 
 
1  Bulu 
 
Underworld. Fijians believe that bulu is the legendary place 
where people lived after death. It is a spirit world of the 
ancestral Gods. 
2 Bulubulu A ceremony of forgiveness, “burying” resentments. Usually a 
whales tooth is given as a request for forgiveness. 
3 Bure   Traditional Fijian thatched house serving a special function in 
villages such as, meeting place, men’s house or women’s house. 
4 isevusevu Presentation of yaqona root in a ceremony of introduction or 
greeting by a visitor. It is an acceptable behaviour to present the 
isevusevu and seek entry to a Fijian village or home. 
5 iTaukei Indigenous Fijians and natives of Fiji. 
6 iTokatoka Extended family within a clan, (mataqali). The itokatoka is 
literally a family and all members are intimately related by birth 
and   marriage. 
7 kava Traditional Fijian drink also known as yaqona. 
8 Lagi Sky and heaven 
9 Lamane A dialect word in tribe “R”, to mean how we have come. 
10 Lotu Religion. 
11 Lewenivanua Ordinary people or population of a village. 
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12 Marama Woman, lady 
13 Matanitu State, government or a nation 
14 Mataqali Clan, more inclusive than the extended family. 
15 Sautu Peace and prosperity in the land. 
16 Tabu Forbidden, prohibited. 
17 Tabua Whales tooth. Valuable  artefact  used in  most Fijian 
ceremonies such as birth, marriages, death and seeking 
forgiveness between families, clan and tribes. 
18 Talanoa To yarn, chat. Usually done around kava bowl to discuss issues 
of importance to the family and village. 
19 Tapa Large printed bark cloth used in presentation ceremonies.The 
print design varies across Fiji. Vatulele island in western 
Fiji,Islands of the Lau group and Cakaudrove province in 
Northern division are known for making tapa. There are four 
kinds, gatuvakaViti, gatuvaka Toga, kumi and isuluvakaViti. 
The Tongan type used freely hand printed design, mostly with 
tan color, and often has writing relevant to the occasion. The 
Fijian type has more formal geometric design using stencils and 
often, darker in color. 
20 Tauvanua Commoners. 
21 Tui Chief. 
22 Turaga ni Koro Village Headman. 
23 Vanua Geographical land boundary and its people. 
24 Vuravura The earth. 
25 Yasana Province with a geographical entity. There are 14 provinces in 
Fiji. Rotuma an independent island across the Northern part of 
xix 
 
Fiji is categorised as the 15th province for operational and 
administrative purposes only. 
26 Yavusa   The largest kinship group within the Fijian social system. A 
combination of several clan forms the yavusa. 
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CHAPTER 1 Overview of the Study 
Sega ni ura me sa tei damu is a Fijian wisdom word saying,” It’s not like prawns to turn red 
easily, the impact will manifest sooner or later 
_____________________________________________________________ 
 
Introduction 
 
This thesis addresses the socio-cultural perceptions of and responses to Human 
Immunodeficiency Virus (HIV) and Acquired Immunodeficiency Syndrome (AIDS) amongst 
Indigenous Fijian women, or Marama iTaukei2
 
from two selected tribes in rural Fiji, an island 
group in the Southern Pacific. To respect and protect the confidentiality of the participants, 
the two selected tribes will be identified as Tribe V and Tribe R in this thesis. 
My interest in the study topic was formalised during my work as a Lecturer at the School of 
Public Health, Fiji School of Medicine from 1997-2007. I was actively involved in 
collaborative projects between the Fiji School of Medicine and a number of agencies of the 
United Nations including the United Nations Development program (UNDP), Joint UN 
Agencies on HIV and AIDS (UNAIDS) and the United Nations Population Fund (UNFPA), 
the Secretariat of Pacific Community (SPC), and the Fiji Ministry of Health (MoH). My 
involvement in these projects gave me insights into conducting research on HIV and AIDS in 
Fiji. Furthermore my close involvement with women from civil society organisations such as 
the National Council of Women (NCW), the Traditional Healers Association (also known as 
Wainimate)3
 
, Fiji Network of People Living with HIV and AIDS (PLWHA); the church 
groups and communities in Fiji provided inspirations. My other professional roles such as 
training facilitator, community advocate, health educator, and researcher also broadened my 
interest on Indigenous Fijian women and HIV as an important   area to explore. 
                                               
2Marama iTaukei means Indigenous Fijian woman. Marama means woman and iTaukei refers to the traditional 
owners of the land or natives of Fiji. Marama also means a lady or a woman of noble birth. 
3Wainimate: wai means water and mate death however the meaning expressed wai as 
medicine and mate as medicine for healing. 
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The Fijian wisdom saying, Sega ni ura me sa tei damu implies that prawns do not turn red 
easily unless they go through some form of cooking process. Sega ni ura me sa tei damu is 
often used as a warning to people who violate social and cultural norms of the traditional 
Fijian society. Individuals and society are forewarned that the consequences of violating 
socio-cultural norms will manifest over time. The saying also implies that when society goes 
through some form of disorganisation (Ravuvu A, 1992), the impacts will physically manifest 
in the form of dravudravua (poverty) or tauvimate (illness). Both are punishments for 
violating social and cultural norms. Similar insights were relegated with HIV and AIDS as an 
illness. Similarly if the is the issue of HIV is not addressed well, there will be impact on 
Fijian life, development and society over time.   
 
Aim of the Study 
 
To address the Indigenous Fijian women socio-cultural perceptions of and responses to HIV 
and AIDS in Fiji. Although previous studies have identified the increased vulnerability of 
women to HIV and AIDS, little work has been done on the role of Indigenous Fijian women 
perceptions and responses to prevention and control strategies. This study underlines the 
importance of understanding traditional values; cultural beliefs and practices in addressing 
HIV and AIDS in Fiji. It highlights that local women’s knowledge and perspectives should be 
identified, valued and incorporated in the design of Fiji’s intervention programs. This study 
was originally conceived and described in a research proposal submitted to the National 
Health Research Committee, and the Fiji National Ethics Research Committee.  
 
Objectives of the Study 
 
Specifically it has five objectives: 1) Comprehensively review the current literature on 
Indigenous Fijian women, sexuality, STI, HIV and AIDS in Fiji; 2) Conduct an in-depth 
ethnographic study using a grounded theory approach in two selected tribes to establish 
baseline data on indigenous women’s perspectives and responses to HIV and AIDS; 3) 
Ascertain existing socio-cultural perceptions, values, beliefs, myths and traditional cultural 
practices, relating to HIV and AIDS amongst Indigenous Fijian female groups; 4) Analyse the 
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present strengths and weaknesses on HIV prevention activities from an Indigenous Fijian 
women perspective; 5) Identify gaps and recommend potential actions for change. 
 
Rationale of the Study 
 
This study is important given the increasing  HIV and AIDS problem in Fiji ,and this is 
further discussed in chapter 2.That greatly challenges development and public health 
concerns (MoH, 2012).Since 1989, the rapid increase in the number of Indigenous Fijian 
population infected with HIV makes this an important issue to study.Fiji’s national responses 
are aligned with the recent UN Political declaration on HIV and AIDS that was adopted by 
the UN General Assembly High Level Meeting in 2013 and the Pacific Regional Strategy on 
HIV &STIs; 2009-2013.These are the key targets that Fiji has, and by signing committed to 
meet. 
According to Pacific Islands AIDS Foundation (2011), Hammar (2011), Labbe (2011) and 
Kaitani (2003), HIV as a gendered epidemic is underestimated and this justifies the need to 
conduct this study.Fiji is a signatory to the Convention on the Elimination of All Forms of 
Discrimination against Women (CEDAW), which was adopted in 1979 by the UN General 
Assembly linking to the international agreement that affirms principles of fundamental human 
rights and equality for women around the world (Office of the United Nations High 
Commissioner for Human Rights (OHCHR, 2012) and the 53rd session continue to define the 
needs and commitment to women’s health issues. The Convention is the only human rights 
declaration which affirms the reproductive rights of women (OHCHR, 2012; UNIFEM, 
2012).The Convention sets the basis for ensuring women’s equal access to, and equal 
opportunities in, political and public life - including the right to vote and to stand for election 
- as well as access to education, health and employment.  
Finally, another Melanesian country, PNG’s response was strengthened by qualitative studies 
that addresses the socio-cultural and behavioural approaches to HIV and AIDS (for example, 
Hammar, 2010; Reid, 2010; Hayley, 2010; Eves, 2010; Kelly, 2009; Lepani. 2008; Wardlow 
H, 2008). An in-depth ethnographic study is needed in Fiji to address socio-cultural concerns 
relating to HIV and AIDS. 
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Organisation of the Thesis  
 
The arrangement of this thesis is as follows: 
The first chapter outlines the aims and objectives of the study, rationale and provides an 
overview of the thesis arrangement. 
 
The second chapter overviews epidemiological trends of HIV and AIDS at the global, Asia 
Pacific and the numbers, associated risk behaviours and HIV and AIDS vulnerability factors 
in Fiji. It will also detail Fiji’s health services responses in terms of policies, voluntary 
counselling therapies, treatment and health education, current knowledge of HIV and 
traditional knowledge. The chapter also examines the variables affecting HIV prevalence such 
as STIs, gender access to services and gender ability to control sexual behaviour, poverty due 
to limited opportunities to access money especially amongst rural and urban populations, 
access to services and health seeking behaviours. 
 
Chapter 3 offers an account of how the Fijian society is affected by societal changes, 
modernity and Christianity. It discusses briefly Fiji’s history, the social political structures 
within the Fijian chiefly system, the basis of the Fijian culture and the socio-cultural aspects 
of the Fijian way of life and relationships to unearth how Fijian links to land, clan, tribes  
affect healing practices, how identity and status determines women placement in society, 
affects access to financial resources, ability to make decisions and choices to care, sexual 
desires and lives, taboo4
 
 talk about sex and sexuality, how women as carers affect delayed 
response to treatment and how the church further dictated women’s lower position with the 
teaching linking illness such as HIV and AIDS to retribution and sin. 
Chapter 2 and 3 together provides the broader contexts for understanding the challenges of 
HIV and AIDS to Fiji and the gendered aspect of the epidemic. 
 
Chapter 4 provides detailed descriptions of the aims and objectives of the research, the 
research methods and discusses reasons why ethnography and the grounded theory were 
chosen. Details about the research sites, participant selection, sample size, specific data 
                                               
4Taboo or Tabu indicates something that is forbidden or prohibited in the traditional Fijian society. 
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collection methods, ethics are discussed. The strengths and limitations of the research 
approach taken are described. 
 
Chapter 5 reports results specific to women, sexuality, HIV and AIDS discussing the status of 
women in Fiji, gender norms in traditional Fijian society, gender roles and gender relations. 
Chapter 6 reports the results of the field work focussing on the social construction of illness 
especially HIV among indigenous women in Fiji. It further discusses beliefs about health and 
illness, beliefs on the causation of illness especially HIV and AIDS in Fijian society, beliefs 
that HIV is the most chronic form of STIs, HIV as matenivanua5
 
, beliefs that traditional 
illnesses caused by violation of Fijian social and cultural norms, beliefs about traditional 
healing practices is the first line of care, beliefs about healers and medical practitioners and 
gender vulnerabilities to HIV and AIDS. 
Finally, chapter 7 summaries the findings and draws out implications and recommendations 
for HIV and AIDS prevention, control and management in rural Fiji. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                               
5Matenivanua - mate means death, sickness, and disease. Matenivanua means disease, sickness or death caused 
by violation of social and cultural norms of the Fijian society. 
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CHAPTER 2 HIV and AIDS in Fiji: 
Issues and challenges 
Dui seva ga na bua ka tea is Fijian wisdom word saying what goes around comes around.  
____________________________________________________________ 
 
Introduction  
Globally, 34.0 million were living with HIV and AIDS at the end of 2011.An estimated 0.8% 
adults aged 15-49 years worldwide are living with HIV, although the burden of the epidemic 
continues to vary considerably between countries and regions (UNAIDS, 2012). HIV 
continues to profoundly affect women and girls across all regions. For example in sub 
Saharan Africa, women represent 58% of the people living with HIV and bear the greatest 
burden of care. Although the Convention on the Elimination of All Forms of Discrimination 
against Women (CEDAW) is a key global accountability mechanisms for women’s rights, 
few countries involve women living with HIV in national reporting of the HIV and AIDS 
problem (Cornell, 2012). 
 
An estimated 370,000 children were newly infected with HIV in 2009, including 22,000 of 
them in the Asia Pacific Region (UNICEF, 2011). HIV transmitted from an infected mother 
to her child during pregnancy, labour, delivery or breastfeeding is known as Parent to Child 
Transmission (PTCT). Nearly all of these infections can be prevented by comprehensive 
prevention services (World Health Statistics, 2011). 
 
Syphilis, another sexually transmitted infection (STI), also remains a global problem with an 
estimated 2 million pregnant women infected each year, including an estimated 600,000 
pregnant women in Asia Pacific (UNICEF, 2011). STIs are a known risk factor for HIV 
(WHO, 2010) and also trends in STI prevalence provide an indicator of HIV infection trends 
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(Hankins, 2010). Without treatment, approximately 69% of pregnant women with HIV and 
syphilis experience adverse outcomes such as stillbirths, neonatal death and newborn 
infection (Thorne, 2012).The presence of an untreated STI can increase the risk of both 
acquisition and transmission of HIV. Moreover, the improvement in the management of STIs 
can reduce the incidence of HIV infection. STIs prevention and treatment are an important 
component of the HIV prevention strategy (WHO, 2010).  
 
There were approximately 5 million people living with HIV in Asia and the Pacific. This 
included 395,000 new infections and HIV was the highest related cause of mortality and 
morbidity among 15 to 44 year old adults in this region (UNAIDS 2010). The Asian states 
that are facing the greatest threat of an AIDS epidemic are Malaysia, Myanmar, Indonesia, 
Philippines, Pakistan, Bangladesh and Thailand. However, the situation for most of the Asian 
countries has improved and the decline is attributed to the rapid expansion of antiretroviral 
therapy (UNAIDS, 2012). The spread of HIV in Asia is driven by three types of behaviour: 
unprotected commercial sex, injecting drug use and unprotected sex between men 
(Commission on AIDS in Asia, 2010). 
 
The HIV and AIDS epidemic in Oceania is relatively small, but the number of people living 
with HIV in this region nearly doubled between 2001 and 2009 (Cliffe, 2008). However, the 
number of people newly infected with HIV in Oceania has begun to decline from 4,700 in 
2001 to 4,500 in 2009 (Cliffe, 2008). The incidence of new HIV infections in Asia and the 
Pacific and the AIDS epidemic arising from these infections has enormous consequences for 
the health and socio-economic development of the region. 
 
The Pacific Island Countries and Territories (PICTs) commonly referred to as Pasifika, are 
made up of 22 island nations and territories, and consist of three regions: Melanesia, 
Polynesia and Micronesia (Secretariat of Pacific Community (SPC), 2012). The wide 
distribution of the Pacific islands(Map 1), the geographical isolation of many PICTs and the 
uniqueness of the Pacific culture have limited the HIV transmission risks to date however 
these are losing protective value as the populations become increasingly mobile through 
internal and international migration and expanding economic links with other regions (SPC, 
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2012). The first cases of HIV in the Pacific were reported in the mid-1980s in all three sub-
regions: Melanesia, Micronesia and Polynesia. 
   Map 1: Pacific Island Countries and Territories 
    (Source: www//http.spc.int) 
 
In the Pacific region over 95% of reported HIV infections have been from 5 countries: Papua 
New Guinea (PNG), French Polynesia, Guam, New Caledonia, and Fiji. However, the 
number of HIV cases varies by sub region and country (SPC, 2012). Analysis shows that the 
highest incidence of HIV cases in the Pacific region is within the Melanesian countries which 
include PNG, Fiji, New Caledonia, Vanuatu, Solomon Islands (Figure 1). This could be 
attributed to the fact that these countries have larger populations and may have more testing 
opportunities (SPC, 2012). 
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       Figure 1: Incident HIV Cases in 21 PICTs 2000-2011 
 (Source: SPC, 2012) 
 
 
PNG reported the highest incidence of HIV within the Pacific population (SPC, 2012). 
According to UNAIDS (2012), the number of people dying from AIDS related causes, in 
PNG, decreased to 25-49% between 2005 and 2011 (Figure 2). 
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Figure 2: Annual Reported HIV Cases in PICTs, including Australia, New Zealand 
2000-2011 
 (Source SPC, 2012) 
 
Unprotected heterosexual intercourse is still the main mode of transmission for most PICTs 
(SPC, 2012).Other channels of transmission include injecting drug use (mostly imported), 
perinatal transmission (rising more recently with increased heterosexual risk) and exposure to 
infected blood (WHO, 2010).  
 
Research indicates that heterosexual penile-vaginal intercourse puts women at greater risk of 
HIV infection than their male partners (UNDP, 2008). Estimates are that an uninfected 
woman is about ten times more likely to contract HIV from an infected man than the reverse 
(UNDP, 2008; Jennaway, 1996), owing to the greater likelihood of infection through vaginal 
tears and abrasions as surface area of mucous during sexual contact.  
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Epidemiology of HIV and AIDS, STIs in Fiji 
Most PICTs provide some level of HIV testing for their populations and record demographic 
data for diagnosed cases of HIV and AIDS (SPC, 2012; Sladen, 2005). Annual HIV and 
AIDS data are collected from all PICT reporting authorities the Ministries of Health (MoH) 
or National AIDS Council. This data is routinely disaggregated by year, age group, sex and 
exposure and grouped to provide regional and sub-regional totals. Descriptive statistics are 
reported, including age adjusted rates and trends. 
 
Overall, the number of HIV cases in Fiji is on the rise, although the rate of increase is not 
steep (Figure 3). Fiji recorded the first four cases of HIV in 1989 (three male and one female).          
Figure 3 : Summary of HIV Cases in Fiji, 1989-2012 
(Source: MoH, Fiji Routine data, 2012) 
 
According to MoH (2012), the total number of HIV positive people in Fiji in 2012 has 
increased to 449 where 237 are male and 212 female (Figure 4). Fiji had the recorded 53 new 
infections in 2011 and 30 in 2012 (MoH, 2012).     
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Figure 4: HIV Positive People by Gender in Fiji, 2012 
(Source: MoH Routine data, 2012) 
 
In 2010, 90% of tests were done at the ante-natal clinics and 55% of detected HIV infections 
were in females compared to 45% in males (MoH, 2012). The higher proportion of female 
infections could be explained by higher risk of HIV infection and that the majority of the 
testing is in antenatal care as part of prevention policy to prevention of parent to child 
transmission (PPTCT). 
 
According to MoH (2012) the majority of the positive people are from the iTaukei who are 
indigenous Fijians, native and traditional owners of the land. The total population in Fiji is 
837, 271, of which 475,739 are iTaukeis, 313798 Indo Fijians that originated from 
generations of Indians that were brought to Fiji to work the sugarcane fields during the time 
of colonial administration (Lal, 1992) and 47,734 from the minority groups are from Pacific 
islanders and other nationalities that have settled in Fiji (Fiji Bureau of Statistics, 2007). 
There are 370 positive people from the iTaukei making up 0.07% of the total iTaukei 
population, 52 Indo Fijian groups6 that accounts to 0.01% and 22 from other minority groups7
                                               
6 Indian groups originated from generations of Indians that were brought to Fiji during colonial times to work 
the sugarcane plantations in Fiji. Between 1879 and 1916, a total of 42 ships from Calcutta and Madras made 
voyages, carrying Indian indentured labourers to Fiji (wikipedia,2013) 
 
adding to 0.05%. There is disproportionate number of reflects to the total population in 
general (Figure 5). 
7 Minority groups refers to Pacific Islanders and other nationalities that have settled in Fiji 
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     Figure 5: HIV Positive People by Ethnicity in Fiji 2012 
   (Source: MoH Routine data, 2012) 
 
The primary transmission route for people diagnosed is reported as 90% through heterosexual 
intercourse, followed by 5% through perinatal transmissions, 3% through male to male sex 
and 2% through blood transfusion (Figure 6).  
 Figure 6: Reported Modes of HIV Transmissions in Fiji, 2012
 
(Source: MoH Routine data, 2012) 
 
A large portion of the burden of the HIV epidemic is borne by people in the 20-29 year age   
groups (Figure 7).  
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Figure 7: HIV Cases by Age Groups in Fiji, 2012 
(Source: MoH Routine data, 2012) 
 
 
Given that testing is on voluntary basis, these figures may only show the tip of a much larger 
pool of infections. The Ministry of Health had projected that there could be as many as 2,000 
undiagnosed cases of HIV within Fiji (MoH, 2011). The number of deaths due to HIV and 
AIDS is neither routinely available nor reliable as cause of death due to HIV positive status is 
often misclassified or not recorded on the death certificate (Interview MoH staff, June 2012). 
The first perinatal case was reported in 1991and the number reported ranged from 1 to 3 per 
year with an annual rate of 5 per year. In Fiji 7% of reported infections are reported as being 
parent to child transmissions (MoH, 2012).  
 
As STIs are a risk factor for HIV, it is important to review the situations of these infections in 
Fiji. According to MoH (2012), the total number of STI recorded cases is 2,398 including 
gonorrhoea, syphilis, ophthalmia, neonatorium, venereal warts, candidiasis, chlamydia, 
genital herpes, trichomoniasis, and pelvic inflammatory diseases (Figure 8).  
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Figure 8:  No. of STI Cases in Fiji 2012    
(Source: Ministry of Health Routine data, 2012) 
Gonorrhoea and Syphilis are the two of the most common sexually transmitted infections in 
Fiji between 2009 and 2012 (Figure 9). 
Figure 9: Cases of Gonorrhoea and Syphilis 2009- 2012 
   (Source: MoH Routine data, 2012) 
STIs in Fiji reports indicate that there is widespread risky sexual behaviour (MoH, 2012 and 
2011; Macmillan, 2009; UNDP, 2011).This may reflect a greater potential for HIV 
transmission in Fiji. 
 
16 
 
International Programs and Responses to HIV 
Interventions  
The 2011 UNAIDS Political Declaration has articulated 10 specific targets for 2015 to guide 
collective prevention program actions. These are reducing sexual transmission by 50% reduce 
HIV transmission amongst people who inject drugs by 50%; eliminate new infections among 
children and reduce the number of mothers dying from AIDS related causes; provide anti-
retroviral therapy to 15 million people; reduce the number of people living with HIV who die 
from tuberculosis by 50%; close the global AIDS resource gap and reach annual global 
investments of $US 22 billion to $US 24 billion in low and middle income countries; 
eliminate gender inequalities and gender based abuse and increase the capacity of women and 
girls to protect themselves; and eliminate stigma and discrimination by promoting laws and 
policies that ensure the full realization of all human rights and fundamental freedom; 
eliminate restrictions on people living with HIV on entry, stay and residence and eliminate 
parallel systems for HIV related services to strengthen the integration of the AIDS response 
in global health and development efforts . 
 
The response stresses that HIV prevention programs must reach men who have sex with men, 
sex workers and their clients, transgender people, and people who inject drugs and link 
behaviour change and condom promotion efforts (UNAIDS, 2012). 
 
At the end of 2009, 36% (about 5.2 million) of the 15 million people in need in low and 
middle income countries were receiving antiretroviral therapy (UNAIDS, 2012). Globally an 
additional 1.2 million people received antiretroviral therapy in 2009, bringing the total 
number of people receiving treatment in low and middle income countries to 5.2 million, a 
30% increase over 2008. As a result fewer people are now dying from AIDS related causes, 
an estimated gain of 14.4 million life years by providing antiretroviral therapy since 1996 
(Open Society Foundation, 2012).  
 
Investment in HIV treatment and care is increasing but many countries depend on 
international assistance for their treatment and care programs (Holmes, 2012). A total of US$ 
15.9 billion was available for the global AIDS response in 2009, but this was US$ 10 billion 
lower than was estimated as needed in 2010 (UNAIDS, 2012). In low and middle income 
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countries, domestic resources account for over half of all AIDS related investments. In low 
income countries however 88% of spending on AIDS comes from international funding. The 
majority of international funding for AIDS comes from development partners such as the 
Global Fund (AIDS, TB and Malaria); Bill & Melinda Gates Foundation United States of 
America the largest bilateral donor for HIV programs.  
 
The PICTs including Fiji’s national HIV and AIDS programs are aligned to the core 
mandates of UNAIDS.A subset of UNAIDS vision is the Pacific Mother to Child strategy. 
The goal of this strategy (UNICEF, 2010) is to promote HIV-free child survival in the Pacific 
through an integrated, comprehensive approach to HIV and STI prevention and care for 
women and men at the reproductive stage of life, and their children. The strategy recognizes 
the need to acknowledge cultural diversity in the Pacific and to support the participation of 
people living with HIV in planning, implementation and evaluation. 
 
The strategy has the following objectives: 
1. Better reproductive and maternal child health through prioritizing primary prevention 
2. Improving detection, management and prevention of STIs 
3. Involving men in sexual, reproductive and maternal health services 
4. Integrating sexual, reproductive, adolescent, maternal and child health services, 
improving knowledge and access to family planning services 
5. Building capacity to provide comprehensive continuum of care and prevention, including 
prevention of mother to child transmission, for people living with HIV 
6. Strengthening protection, promotion and support of optimal breastfeeding practices at 
national and community level; and  
7. Building capacity for screening pregnant women for HIV in the Pacific (UNICEF, 2010). 
 
The vision calls for addressing the societal structures, beliefs and value systems that present 
obstacles to effective HIV prevention efforts such as poverty, gender inequity, inequity in 
health and the education system, discrimination against marginalized people, and unequal 
resource pathways(UNAIDS, 2012).It further discusses how all women of childbearing age, 
and their partners, have access to accurate information on HIV infection and other STIs, to 
condoms and lubricants, and to effective detection and management of STIs(UNAIDS, 2012). 
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Fiji’s national response for HIV and AIDS 
intervention 
Fiji’s, Ministry of Health is divided into 4 divisions: Central, Western, Northern and Eastern. 
Its health infrastructure is comprised of 3 main hospitals (Suva8, Lautoka9and Labasa10
 
), 16 
sub divisional, 3 area and 2 specialist hospitals for Tuberculosis (TB) and Leprosy (Map 2). 
Fiji’s HIV and AIDS services are centralized at the 3 main hospitals: situated within mainland 
Vitilevu and in the northern island Vanualevu (MoH, 2012). The specialized services for 
sexual and reproductive health are available through these three facilities and maintained by 
medical doctors, often obstetricians or pediatricians (Interview MoH staff, June 2012). 
  Map 2: Hospitals in Fiji 
  (Source: MoH Report, 2013) 
 
There are 202 health facilities distributed geographically within the 4 division in Fiji ranging 
from the divisional hospitals, sub divisional hospitals, health centers, and nursing stations 
(Table 1). The facilities are categorized according to the level of services and specialized 
services that each offer, their size, and bed state capacity. Specialized services are centralized 
in the Central and Western divisions where the two cities Suva and Lautoka are located.     
              
                                               
8 Suva is the capital city of Fiji and is based in the South Eastern part of main island Vitilevu 
9Lautoka is the second city situated in the Western part of Fiji. 
10 Labasa is the biggest town on the second main island Vanualevu in the Northern part of Fiji. 
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 Table 1: Number of Government Health Facilities in Fiji 
Health facility Central 
division 
Western 
division 
Northern 
division 
 
Eastern 
division 
 
Total 
Specialist national 
hospital 
3 0 0 0 3 
Divisional hospital 1 1 1 0 3 
Sub divisional 
level 1 
0 3 1 0 4 
Sub divisional 
level 2 
4 2 2 5 13 
Health Centre A 7 4 1 0 12 
Health Centre B 2 4 3 1 10 
Health Centre C 11 17 16 14 58 
Nursing stations 20 25 21 30 96 
Private hospitals 2 1 0 0 3 
Total 50 58 43 51 202 
(Source: MoH, 2012)  
 
Fiji has adopted the global strategy of universal access to treatment and the recorded 70 
persons living with HIV in Fiji are provided free antiretroviral (ARV) treatment (MoH, 
2012). A major component of the HIV and AIDS intervention strategy is referring all positive 
cases to the main 3 specialised hospitals for continued support and care (Interview MoH staff, 
July, 2012). While steady progress is being made in scaling up access to HIV services for 
people with tuberculosis (TB), the percentage of people with TB who received an HIV test in 
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2009 remained  low, at 26% and scaling up very slow (MoH,2012). HIV positive pregnant 
women access services through the antenatal clinics and early referrals are made to Suva. 
This intervention strategy is used to lower the risk of mother to child transmission of HIV, 
including antiretroviral prophylaxis, safer delivery care, and counselling and ongoing support 
for safer infant feeding. The infants of HIV positive mothers receive careful follow up care, 
prevention and treatment (MoH, 2011). About 50% of pregnant Fijian women testing HIV 
positive were assessed for their eligibility to receive antiretroviral therapy for their own health 
(MoH, 2011). HIV specialist doctors reported during consultations that many HIV Positive 
people do not commence ARV treatment until they have symptoms of illness. There is clearly 
a misunderstanding of the benefits of treatment and this can affect the probability of further 
transmission to their sexual partners (Interview MoH, 2012).Research conducted by Pacific 
Islands AIDS Foundation (PIAF) identified that there is misunderstanding of both personal 
and community risks in Fiji (PIAF, 2011). 
 
Health Policies and Guidelines in Fiji 
To date Fiji has achieved a milestone in ensuring that proper legislation is in place for those 
infected and affected by HIV and AIDS and is human rights based (Fiji’s Women Rights 
Movement(FWRM,2002).The HIV decree was gazetted and enforced in February 2011 and 
joins  legislative framework that governs the HIV responses in Fiji (Table 2).                          
Table 2: Legislation Administered by the Ministry of Health 
 Title of the Act/Decree/Policy Year of Enactment 
1 PMTCT Policy 2012 
2 Fiji HIV decree 2011 
3 Fiji Health Information Policy 2011 
4 Fiji HIV/TB Surveillance Policy 2010 
5 PPTCT Policy 2010 
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6 Blood Policy 2010 
7 Mental Health decree 2010 
8 HIV and AIDS Policy 2009 
9 Public Health Act 2002 
10 Nurses, Midwives and Nurse Practitioners Act 1999 
(Source: MoH, Fiji) 
 
The Fiji HIV and AIDS decree was gazetted by the Fiji government in 2011 and makes a 
commitment to the prevention of infection by malicious intentions (MoH,2011). This outlines 
a human rights framework for the response to the HIV epidemic. It also legislates the 
formation of the new HIV and AIDS Board.  
 
The HIV decree established a new HIV and AIDS Board named the National Advisory 
Committee on HIV and AIDS (NACA) with representatives from government, civil society 
organizations, donor agencies, education institutions, country coordinating mechanism 
committee and a representative from People Living with HIV and AIDS (PLWHA). The 
decree covers the rights of HIV positive people as well as of all citizens of Fiji. For example, 
if a HIV positive person is judged by the law to have intentionally infected another, he or she 
is eligible for prosecution (MoH, 2011).The guiding principles of the decree clearly define to 
appropriate approaches to research, stigma and any other unlawful acts pertaining to HIV 
positive cases. However, the success of the national response to HIV and STIs is based on the 
extent to which the decree is translated into action, and understood by stakeholders and 
enforced by law enforcers and policy makers. 
 
Fiji finalised the HIV and STI National Strategic Plan 2012-2015 (MoH, 2012) at the 
completion of the previous National Strategic Plan period of 2007-2011. The overall goal is 
to halt the spread of HIV, reverse the epidemic of STIs, and improve the quality of life of 
people living with and affected by HIV. The priority areas are in four key priority 
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components: 1) Prevention; 2) Continuum of Care; 3) Monitoring and evaluation; 4) 
Governance, coordination and partnerships. The National Strategic Plan 2012-2015 has 
targeted zero AIDS related deaths by 2015 as an outcome of the commitment to the UN 
meeting declarations; prevention of stigma and discrimination; and to reduce sexual 
transmission of HIV and STIs t by 50%, by 2015. Issues of gender and human rights are 
addressed. The MoH through the National Advisory Council on AIDS (NACA) has a 
monitoring and evaluation system that provides information to guide the national HIV and 
AIDS response (MoH, 2010).  
 
The Fiji HIV and TB Surveillance Policy (Ministry of Health, 2010) defines the national 
approach to data collection, management and use. This policy is linked to the national HIV 
policy and PMTCT policy 2005, and implemented through the Fiji laboratory testing system 
and HIV validation testing strategy. It has the following objectives:  
1) Streamline HIV surveillance data in newly admitted cases of TB in an effort to improve 
the HIV information system that is aligned to existing policies that embrace HIV/AIDS 
in Fiji. 
2) Ensure that all newly diagnosed TB cases have access to quality testing, pre and post-
test counselling. 
3) Implement WHO recommendations for HIV/TB co-infection testing policy.  
The surveillance of HIV and AIDS is linked to the Fiji Health Information Policy (MoH, 
2011) which is committed to provide evidence based high quality health information system. 
This evidence is defined as essential to ensure that:  
1) The health status of all citizens of Fiji is improved; 
2) The coverage and quality of health services increased; 
3) Health services are effective and efficient; 
4) Management and policy decisions are rational; 
5) Quality information is available, accessible; and  
6) Information is efficiently collected, stored, managed and correctly analysed, interpreted 
and used.  
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The Health Information Unit (HIU) supports the MoH in its functions of planning, 
monitoring, evaluation and research to improve the quality, efficiency and effectiveness of 
health services delivery. Its functions are to collect data from across the health system and to 
compile, analyse and interpret this into useful and timely reports, including for identifying 
disease outbreaks. It also provides hospital medical records departments with policy guidance 
on medical records and information system management. Patient Information System 
(PATIS) was implemented during the Fiji Health Management Reform Project and now 
works in the three divisional hospitals, with several sub-divisional hospital patient 
information system s around Fiji. It was noted that many data fields in the PATIS database, 
however, are not filled in for many patients and limit both the patient and family profiles 
(MoH, 2012). 
 
The total government budget for health has had an upward trend since 2002 after a low point 
in health in 2001, probably related to political instability in 2000. However, the total 
government expenditure for health has risen from FJ$920 million in 2001, equivalent to 28% 
of GDP to FJ$1710.8 million (35.2% of GDP) in 2008. The Ministry of Health (2012) reports 
HIV funding within Sexual and Reproductive Health program. According to a Ministry of 
Health spokesperson, Peni Namotu,  
"The ministry spent $50,000FJ dollars  in 2011 on purchasing the 
ARV drug and this year, $90,000FJ dollars  was allocated for  
2012 to get the drugs, which are given free to patients"(Fiji Times, 
8th March, 2012). 
 
The Reproductive Health Policy states that all women, men, young people and children have 
access to curative and preventative reproductive health services to ensure that people make 
responsible choices in prevention of unplanned pregnancy, sexual abuse and HIV (MoH, 
2012). A school curriculum jointly designed by the UNFPA and Ministry of Education has 
been adopted by all secondary schools in Fiji (Ministry of Education report 2009). This 
curriculum is aligned to the Women Plan of Action (2010-2019) that promotes improved 
education on prevention of gender based violence consistent with UN guidelines such as 
Convention on the Elimination of Discrimination against Women (CEDAW). School 
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education on HIV and STIs is integrated with education on reproductive health. It includes 
gender, human rights issues, promoting respect for women and enhancing young women’s 
ability to make decisions in reproductive health issues. The Ministry of Education (MoE) 
confirmed it is actively incorporating sex education as part of Health Science courses 
(Personal communication with Education Advisor, 23rd February, 2009). 
 
Family Planning services are provided in all health centres, nursing stations and family 
planning clinics around Fiji with at least 3 contraceptive methods: pills, injections and 
condoms being available (MoH, 2012). There is no Family Planning policy for Fiji but family 
planning is part of maternal and child health services.  
 
Community based programs in Fiji highlight the need for men to understand and support 
reproductive health around the following concepts of the importance of: 1) pregnant women 
attending ante natal clinics, 2) health and nutrition in the first trimester of pregnancy, 3) men 
accompanying their partners to clinics, 4) men providing support their partners throughout 
pregnancy and postnatal period; 5) voluntary STI and HIV testing (Interview with MoH staff, 
July 2012). 
 
The Fiji Policy on Prevention of Parent to Child Transmission (PPTCT) was endorsed in 
2010. The entry point for PPTCT is the antenatal services. Once the pregnant woman is 
diagnosed with syphilis or to be HIV positive, she is referred to one of the 3 main hospitals to 
assess the need for her to commence HIV treatment and counselling and support for PPTCT 
services. 
 
The strategic approach to the provision of counselling, testing, treatment and care for persons 
tested for HIV aligns to the continuum of care approach by the MoH in the effort to reduce 
stigma and discrimination (MoH, 2012).Voluntary Confidential Counselling and Testing 
(VCCT) with appropriate pre- and post-test counselling, is recommended in all settings. It 
must be accessible directly or through referral for all women, men and young people, with 
timely confirmation of result. The service is usually provided by trained health care 
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professionals or professional counsellors at health outlets (UNAIDS, 2011). All confirmatory 
testing are done at the Mataika House, the Ministry of Health laboratory in Suva. During 
discussions with the Ministry members of staff, they noted that the lack of accessibility of the 
services for rural populations is a concern (Interview MoH staff, 2012).  
 
The VCCT programs in Fiji involve PLWHA in collaboration with peer educators, health 
services staff and community organisations. Counselling is divided into pre and post-test 
counselling services and is conducted by trained professionals selected from within the health 
services or from partner Non-Governmental organisations (NGOs) such as the Pacific 
Counselling and Social Services (PCASS) which has partnerships with the 3 divisional 
hospitals and 2 sub divisional hospitals in Nadi and Nausori. According to MoH (2012) each 
positive case will be assigned to a doctor, nurse, one or more volunteers especially from the 
Fiji Network of People Living with HIV and AIDS (FJN+). 
 
The VCCT is routinely offered at ante natal clinics, for all blood donors and people who 
identify that that have had high risks behaviour. The number of HIV tests conducted in 2010 
was 27,000 with 33 recorded as HIV positive (MoH, 2011). In 2010, 7 babies were born to 
women who were receiving antiretroviral prophylaxis, of whom 12 babies were HIV positive 
(MoH, 2012).  
 
The Fiji approach to prevention combines biomedical, behavioural and structural approaches 
to meet the realities of the HIV positive people’s lives. It involves the provision of 
information brochures at community settings, health education workshops and group 
meetings, with community elders meetings with PLWHA, and support to a programme of 
trained peer educators and community leaders. The health educational materials are available 
from all health facilities and provided by the National Health Promotion Unit which is based 
in Suva. Condoms are promoted in many health educational forums, but are not universally 
available throughout Fiji but both male and female condoms are becoming increasingly 
available in many locations such as health clinics, stores, hotels and nightclubs (MoH, 2012). 
 
Young people’s leadership programs have been introduced to train champions as role models 
to speak at national sporting events, provide programs for awareness to student leaders and 
peer education in secondary schools. The media is used to provide information about 
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prevention, the reliability of treatments, user friendly services and the promotion of 
community care.  
 
Socio-economic and Cultural Factors affecting 
Women Vulnerabilities and Risks to HIV and 
AIDS  
The HIV impact on society can have devastating consequences for individuals, families and 
nations and could threaten to reverse the gains to productivity and economic development 
(AUSAID, 2008). Similar sentiments were expressed by Aeno (2005), that in situations or 
countries where rapid social change is already challenging traditional family and social 
structures, the costs could be enormous affecting fertility, gender roles, household patterns 
and perhaps offsetting many of the gains made in these areas. The saying “Dui tauca ga na 
bua ka tea” implies that what goes around comes around (Gatty, 2009).Individuals and 
families in Fiji will face or reap the consequences of their own actions especially the social 
changes and the speedy transitions from traditional to modernity.  
 
At the global level, several factors have been identified in facilitating the spread of HIV and 
posing vulnerabilities and risks to the world population (UNAIDS, 2012; UNICEF, 2010, 
WHO, 2011).These include social and political upheaval, deterioration of economic power of 
women,  women’s power over sexual decision making, western standards of permissiveness, 
lack of gender access to institutional support, macro political effect of profound social change 
at structural and foundation level, political alignment, increase access to black market 
economy, increase alcohol consumption and HIV, prostitution, drug taking culture and HIV, 
social organization of drug distribution, and lack of access to services. Social, economic and 
or cultural factors that have been described as increasing vulnerability to HIV include high 
rates of unprotected pre-marital sex among Pacific Youth (Buchanan- Aruwafu,2007), male 
to male sex that is highly stigmatised and often hidden (Commission on AIDS in the Pacific, 
2009), commercial and transactional sex that is frequently unprotected (Mc Millan K and 
Worth H, 2010), high rates of migration and mobility both internal and internationally 
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(UNDP, 2010), and gender inequality (Hammar , 2010; Buchanan Aruwafu ,2007). 
Wardlow’s study of the HIV epidemic in Papua New Guinea suggests that individual 
behaviour of people is not the single most important factor that places them at risk of 
infection and drives the spread of the epidemic. Rather, a diverse range of factors: biological, 
socio-cultural, and political-makes people vulnerable to infection and dictates their access to 
care and treatment services (Wardlow, 2005). In addition to causing suffering and death, HIV 
and AIDS affects poor communities, and contributes to poverty through people being unable 
to work because of the medical condition, dropping out of school, losing savings and 
investments through payment of everyday living and health care leading to enormous social 
and economic costs (UNICEF, 2010). Uneven levels of development and variable levels of 
accessibility to health services, both preventative and curative pose further challenges.  
 
In the Pacific there are several key factors that pose vulnerabilities to HIV (Hammar, 2010; 
UNDP, 2009; Commission on AIDS in the Pacific, 2009; ADB, 2007; Buchanan Aruwafu, 
2007).First, the role of rapid social change in fostering the spread of HIV. Reported by ADB, 
a PNG elder’s noted that, 
“… compared to the past, people today have far greater freedom 
to engage in sex .This sense of freedom is personal, engendering 
less fear of personal damage, social, and instilling less fear of 
social sanctions” (ADB,2007, pg. 46). 
 
Elderly informants from the two tribes also shared the same view and this is typical: 
                    “Young people nowadays are very different from the old times 
                     This is the reason why we have more teenage pregnancies… 
                       Modern changes is good but we still have to make right choices” 
                     (Mareta, 15th January, 2009)  
 
Other factors related to modernity are believed to lead to the collapse of traditional 
communities, and may also have played a role in the increasing transmission of HIV 
(Buchanan-Aruwafu, 2007). High levels of urban migration have broken down traditional 
methods of social control and PNG’s national response to HIV and AIDS is also challenged 
by the large number of cultural and linguistic groups, geographical difficulties, and socio-
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economic conditions associated with poverty of the epidemic and unemployment (Hammar, 
2007). 
 
Poverty 
Poverty has also been identified to greatly influence the spread of the epidemic (Hinton and 
Earnest, 2010). MacMillan’s (2011) study in Fiji found that one of the main impacts of 
poverty is transactional sex. Both women and men have entered into cash or in-kind 
transactions for sex to meet their basic needs. Her research found that clients of commercial 
sex workers (CSW) in Suva, Lautoka and Nadi were men from all ethnic groups and 
professional backgrounds in Fiji. Condom use by CSWs was inconsistent (Macmillan K, 
2011) and many clients were reported to refuse to use condom. In Papua Province, Indonesia, 
the stigma attached to transactional sex was linked to the political history of the region. Butt 
L (2005) describes how female CSWs were described as “fallen women” from Jayapura, 
brought in by the Indonesian government to Wamena, West Papua. These “lipstick girls” and 
“fallen women” infected with HIV were discussed as part of an Indonesian program aimed at 
eliminating indigenous people from the resource-rich province. 
 
The women were labelled as vectors and reservoirs of infections while indirectly oppressed as 
“sexual objects” providing sexual satisfaction for the commercial sex industry in Wamena. 
Their professional and sex work roles were contributing to Papuan’s economic development 
whilst exposing them and their clients to HIV.  
 
Gender 
In the Pacific region, as elsewhere in the world; women and girls are increasingly at the 
centre of the epidemic (Cornell, 2012; Taylor- Smith, 2010; Ochieng, 2010). Women’s 
vulnerability may be influenced by factors such as social and cultural definitions of gendered 
roles and responsibilities, unequal power relationships and poverty (UNAIDS 2012). Efforts 
to promote universal access to HIV prevention, treatment care, and support services require a 
targeted focus on women and girls. Hankivsky (2011) conceptualizes gender as a pervasive 
system of stratification that signifies power and structures relationships between men and 
women, shaping access to resources. Women’s disadvantaged economic, social and 
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reproductive position in most societies is a major factor influencing the spread of the 
epidemic. This is mediated through precariousness of their family and personal status and 
their biological vulnerability. Similarly women face greater risks of rejection, ostracism, and 
neglect if they are infected making them even more vulnerable (Rokoduru, 2012; Mc Millan 
& Worth, 2010). 
 
In the Pacific, cultural and gender inequalities lessen a woman's ability to deal effectively 
with the risks of HIV infection and needs created by the epidemic (SPC, 2010). The cultural 
determinants of HIV infection among women in the Pacific are very different from those in 
men since they relate to the role of women within relationships, families, and communities, 
which, in turn, determine the nature and patterns of sexual activity and other factors that place 
women at risk of HIV infection. Women in the Pacific are socially vulnerable to HIV, as 
married women have little or no power at all to negotiate sexual relationship (SPC 
2010).Women's economic dependency increases their risk of exposure to HIV infection 
because men expect sex with any woman receiving their economic support and there is lack 
of access to affordable health care (Rarabici,1999). This study also observed that the majority 
of the Pacific women believe that HIV and AIDS issues are not worth learning about because 
the cultural costs of breaking the tabu which prohibits these discussions about sex and sexual 
intercourse, outweighs any value of learning. 
In many Pacific countries, as the HIV epidemic unfolds, women find themselves in an 
increasingly vulnerable situation. Not only are they susceptible to the virus, they also have 
traditional and moral expectations that defined their social roles to caring, domestic support, 
child bearing and child rearing. Malau (2000), in describing the position of women in PNG 
society notes that their vulnerability to HIV is an important determinant of the way the 
epidemic will continue to evolve. Within families, the common situation where a man has 
become infected from outside, and then puts his wife at risk of infection, creates additional 
burden on the woman especially for care and support.  
 
The difficult problem in many cultures is how does a wife have the right to comment upon, 
let alone try to regulate, her husband’s sexual behaviour (Esplen, 2012). In many societies the 
value of a woman is linked to her reproductive capacity, and often specifically to the 
production of a male child. The need to ensure offspring may often compromise the need to 
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have, safe sex” and this has been a common concern in many Sub-Saharan African countries 
(Baker, 2005). For example 
 
Cultural beliefs and practices relating to fertility, sexuality and gender present significant 
barriers to the adoption of HIV prevention strategies by women of Ghana (Yaw O, 2002). The 
vulnerability of women and girls to HIV remains particularly high in Sub-Saharan Africa; 
80% of all women in the world living with HIV live in this region. 
Care of the ill and orphan is usually part of the socially defined role of women because of 
their feminine nature and domestic responsibilities. In addition, the costs and impacts of the 
epidemic fall more heavily upon women (UNDP, 2011). In traditional Fijian society, caring 
for the sick is the communal responsibility of the wide kinship system. According to Ravuvu 
(1987), when one is sick in the Fijian society, irrespective of the illness, he or she is expected 
to confide to the family, who will inform the extended family. In return, the family will care 
for the ill providing physical care, social and financial support. Family members consider this 
as an obligation to the family and their tribes. Usually these obligations are borne by women 
in family. 
 
Outside the Pacific it has been reported that fewer than half of the countries in Africa report 
having a specific budget for HIV related programs addressing women and girls 
(UNAIDS,2012).Despite evidence that beneficial behaviour change can be achieved through 
engagement with men and boys few programmes globally provide this support.  
 
Labbe (2011) found that transgender people were denied access to HIV prevention 
information and condoms due to harassment by men, police and others and because of their 
stigmatised status in Fiji. 
 
Given the current situation, there is a need to address gendered aspects of the HIV 
vulnerabilities and prevention. A sub-group of the population that may require particular 
attention are the youth female and male. 
 
Young people have concerns about HIV, reproductive health and gender inequalities which 
undermine prevention efforts in many ways (UNDP, 2011). They may also have very specific 
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cultural expectations of their behaviour, and tabu around what can be discussed with them 
that exacerbate their vulnerability. 
 
Stigma 
HIV-related stigma has a powerful impact on how people react to being diagnosed as HIV-
positive. Stigma and discrimination can deter people from seeking testing and treatment 
services (UNAIDS Commission on AIDS in Pacific, 2009). In a study conducted by PIAF 
(2009) many respondents described experiencing shock, grief, shame and guilt after their 
diagnosis, sometimes leading to depression and contemplation of suicide. The participants 
described their experiences of discrimination such as being forced to leave the village, being 
unable to use public transportation services, social isolation through to outright rejection. 
These responses were often described as being imposed by friends and family. Similar 
findings have come from other studies in PNG, Fiji and other PICTs and may significantly 
hinder the development of effective preventive and intervention measures (Labbe, 2011). 
There are complex cultural and political factors which appear to be having a significant 
impact on how communities respond to the problem.For some sectors of the communities, 
such as gay, bisexual and transgender people they experience double discrimination and 
stigmatization because of their sexual orientation and from an association with HIV.  Kanuha 
(2000) discussed HIV risk among gay and bisexual Pacific men in Hawai'i. Respondents 
reported significant conflicts between loyalty to one's family of origin and the enactment of 
individual sexual identity. Idealization of love and intimacy, intentional decisions to suspend 
safer sex practices, and Pacific Island cultural expressions of giving to others were discussed 
by the author as all factors that may compromise HIV risk reduction by these groups. 
 
 
A study looking at aspects of culture and social definition and perception of HIV and AIDS in 
Fiji (Govind, Plange and Robertson, 2001) found that language and taboo areas of social 
discourse in relation to sex, sexuality and particularly sexual behaviour were important to 
account for in HIV programmes. They noted that there was a general perception and 
definition of HIV and AIDS as a potential disease of the “social other(s)”, primarily 
homosexuals, prostitutes and external agents such as tourists. According to Jowitt (2004), the 
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debate about the rights of PLWHA and the rights of society with regards to the risks of 
spreading the infection, are culturally structured. 
 
Encouragingly, the personal experiences of PLWHA indicate positive change over the past 
decade as people understand more about HIV. Although fear, illness and tragic family losses 
still exist, many HIV-positive people are supported by networks of People Living with HIV 
(PLWHA).They are often employed by civil society organizations (CSO’s),and constructively 
share their experiences with testing, treatment and counselling.  
 
Groups that represent vulnerable populations are gaining strength as advocates for their needs 
and for increased support to their programs for them. A prime example is the Pacific Sexual 
Diversity Network (PSDN) a regional network working with men who have sex with men 
(MSM) and transgender people in the Pacific, which has a special activity in relation to HIV 
and AIDS. 
 
Participants in the PIAF study (2009) identified CSOs as a key means of support by providing 
emergency funds, establishing HIV support groups and engaging PLWHA in community 
education. Some participants found that public disclosure of their status was an empowering 
experience, moving them from feeling defeated by their HIV-positive status to living 
positively with HIV and taking an active role in helping to reduce stigma and discrimination. 
Some, however, regretted “going public” as they felt they did not receive adequate and 
continued support. Whilst people’s attitudes have improved markedly, significant barriers still 
remain. 
 
Indigenous beliefs 
Cultural beliefs about health and illness and health have been found to also include sexual 
health and HIV.STIs are considered indigenous in origin in most African countries and as 
such are seen to be best treated by traditional  indigenous healers (Goldin,1994). 
Ethnographic studies that have been done in Nigeria, Botswana and Swaziland have identified 
a range of beliefs around the aetiology of AIDS and the cause of STIs, and that these are 
different from biomedical explanations (Goldin, 1994). The notion that enemies can cast 
spells on someone and cause illness including HIV is also found in many cultures (Ravuvu, 
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1992; Goldin, 1994). For example in traditional Yoruba beliefs, ancestral spirits and other 
supernatural forces are prominent influences on health. Because of this belief, Christian faith 
healing is believed to control those supernatural forces through prayer, and a more 
appropriate treatment than biomedicine (Farmer, 1990).  In a study in Botswana, the Tswana 
were found to have recognized three traditional causes of any illness, namely witchcraft, 
ancestor’s anger and pollution through breaking of cultural taboos. Sexually transmitted 
disease transmission is associated with pollution, originating in the female body. It is believed 
to be transmitted to men through sexual intercourse within culturally proscribed periods. 
These are periods such as post-partum and widowhood before ritual purification has taken 
place. To identify the appropriate treatment, Tswana traditional healers use divination to 
determine aetiology and appropriate treatments. For illnesses caused by “traditional” causes, 
most healers combine divination, herbs, and Christian holy water to treat. Only western 
diseases need biomedical treatments (Green, 1992). In a similar way, the Swazi regard AIDS 
as an indigenous disease, caused by supernatural forces acting in response to transgression of 
rules of sexual behaviour. Western medicine would be ineffective against such diseases and 
traditional cures are sought (Goldin, 1994).  
 
Green (1992) noted that it is common in Africa for people to make a distinction between the 
ultimate and the more immediate cause of an illness. This allows them to reconcile traditional 
belief systems with scientific explanations and has supported a pluralistic approach to 
prevention and treatment of STIs, HIV and AIDS involving spiritual, traditional and 
biomedical treatments. 
 
In the Pacific medical pluralism has also been described. Lepani(2004 and 2010), discussed 
Trobiand people of PNG’s perceptions regarding HIV and AIDS in relation to cultural 
meanings and lived experiences of sexuality, reproduction, health and illness, and how 
women regard condom use for the prevention of HIV infection and transmission. She 
highlighted how people’s understanding about HIV and AIDS are mediated by cultural 
knowledge and understanding. She discusses the importance of understanding cultural 
knowledge when developing health promotion activities. In parts of PNG, Eves  (2005) found 
that, many extravagant claims are being made about effective cures for HIV by traditional 
healers. 
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Another study conducted in both PNG and Indonesia sought to explain the meaning of deaths 
relating to AIDS (Butt, 2005). She discussed that respondents linked death to weakened group 
boundaries, the effect of government administration, individual status, wealth and 
responsibility and ideas about sex workers, contagion and filth, about individual action and 
retribution, ethnicity; and the language of AIDS. 
  
Religion 
Religious beliefs often provide social explanations about health and illnesses (Ravuvu, 1987). 
In HIV literature the notion that AIDS is a wrath from God or God’s punishment is a common 
finding derived from religious teaching and interpretations and matches well with the chapter 
theme, is that you reap what you sow (Ravuvu, 1992; Goldin,1994).  
 
The PIAF (2009) study in Fiji discussed the role of the church in maintaining negative 
attitudes and discrimination towards HIV positive people. A study amongst the Huli in PNG 
identified a similar contribution. AIDS was seen as divine retribution and just punishment for 
immoral sexual behaviour. Using the fear of AIDS was seen as a way of scaring people 
towards proper Christian behaviour. This sentiment is well summarised in the response of one 
Huli pastor,  
 
“You have to understand that some of us are glad that 
AIDS has arrived” (Wardlow, 2005 pg.11). 
 
The role of religious institutions and their leaders in promoting or preventing the use of 
condoms as a HIV and STI prevention tool is well described. Christianity tends to be 
identified with teachings that excite ambivalence about sexuality especially an opposition to 
condoms use. Rarabici (1999) identified that one of the reasons people in Fiji do not use 
condoms is church preaching. Churches are not the only problem for condoms. However, 
there are also well documented occasions where theologian endorse the use of condoms to 
prevent the spread of HIV eg; McDonagh  (2012) and Kelly (2012) who stated in discussing 
HIV in Zambia that the,  
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“moral question about condom use is quite clear and that 
condom use to prevent HIV transmission is morally acceptable” 
(Kelly, September, 2012: pg. 3).  
 
A Fijian Methodist minister in New Zealand said that, 
 
“HIV is new to our people, there is an open mind on the part of 
the church about addressing it, about raising awareness, 
educating people and helping them understand the extent of the 
problem” (Tuwere, 2009: pg. 2). 
 
Lucker (2004) discussed that the churches are crucial actors in the response to PNG’s 
growing problem with HIV and AIDS. While several churches have led the way in supporting 
people affected by HIV. In discussing the role of the church, she highlighted that the majority 
of the PNG population depends heavily on churches for information and communication.  
 
The Fijian MoH (2012) recognises Faith Based Organisations such as the Methodist Church, 
Fiji Islamic groups and others as part of their national response to HIV in the promotion of 
compassion and understanding through their candle lights events and peace walks.  
 
Governance 
Considerable interest has risen in the role of governance or political commitment in 
determining the success or failure of HIV policies. During the 1990’s, both South Africa and 
Uganda faced dramatic HIV epidemics and also saw transformations towards new political 
systems. However, their responses to the disease differed in many ways. Uganda’s political 
system succeeded in promoting behaviour change interventions while South Africa was more 
successful in syndromic management efforts of STIs (Cornell, 2012).  
 
Political will and commitment of the state are important to take in the initiative further to 
workable actions. A study in Fiji conducted to assess the level of HIV and AIDS awareness at 
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the policy making level11
 
 found that of the 19 policy makers interviewed, only 2 saw HIV as 
a national development issue. The 19 respondents rated HIV as having an ability to create 
international stigma for Fiji if it reached pandemic stage and also placing a social, economic 
and political burden on the Ministry of Health budget to meet the cost of ARV therapy and 
maintenance of appropriate care. The majority (17) of the respondents stated that since HIV is 
a disease, it was the responsibility of the Ministry of Health to respond and manage 
(Kuridrani and Raitamata, 2004). This lack of understanding of the multi-pronged effects of 
HIV on the state resources, and the need for multi-sectoral responses for leadership, resource 
mobilisation, planning and implementation is a governance concern. Failing to address the 
human rights of PLWHA such as punitive laws remains widespread globally. Even in 
countries where laws protecting such rights exist there is insufficient data to show whether 
they are actively or widely enforced (Jowitt, 2004). 
Conclusion 
Having completed the review of the current data; published and grey literature on Indigenous 
Fijian women, sexuality, STI, HIV and AIDS in Fiji, it is evident that HIV is present in Fiji 
and is affecting the Indigenous Fijian Populations. Retrospectively, we can conclude that Fiji 
is currently reaping what it sows, dui seva ga na bua ka tea. 
 
It is also evident that several factors shape the Indigenous Fijian women’s risks and 
vulnerability to HIV and AIDS, which are biological, political, social and cultural in context. 
There are number of key issues that still need to be addressed as part of multi-sectoral 
response to the problem of STI, HIV and AIDS in the region. These include creation of a 
better understanding of the linkages between development problems in the region (including 
governance, unemployment, poverty and gender inequity), and controlling the spread of STI, 
HIV and AIDS. There is limited literature on the social-cultural aspects of HIV especially for 
indigenous Fijian women. This gap must be addressed in order to ensure accessible and 
acceptable services for this gap. This is a key aspect of the thesis objectives. 
 
                                               
11 Policy making level relates to the 19 Permanent Secretaries of government in 2004. This is the highest level of 
civil servant in government. They provide briefings to parliament on government and policy matters. 
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Although the numbers of HIV infections in Fiji are much lower than many parts of the world 
this is not a ground for complacency. The Pacific region shares at least some similarities with 
high prevalence areas in other parts of the world, which have been identified as increasing the 
vulnerability of a population. These include that it is a developing economy, the youthful age 
structure of populations, significant movement of people within the nation and regionally 
including to some high prevalence countries (MoH, 2012).  
 
Fiji’s current intervention programs are tailored to match the UNAIDS framework and are 
guided by legislation, policies and the national strategic plan. The challenges will be to 
successfully translate these principles into workable actions which can be filtered to the 
grassroots level and to ensure the quality, availability and accessibility of the services on the 
ground to meet with the demands.  
 
The analysis on the role of the church can be both positive and negative in both the 
prevention and control of HIV and AIDS. Lucker (2004) has highlighted how some church in 
PNG were supportive instruments of sharing information and helping especially with condom 
prevention message. Fiji needs to find a way of linking the church in positive collaborations 
with programs outreach as a civil society organisation and development partner. 
 
Recent social research has shed light on the current situation of STI, HIV and AIDS in Fiji 
indicating transmissions, people’s behaviour, gender, stigma and discrimination, culture, the 
role of the church and the role of the state. This highlighted that HIV and AIDS is a structural 
problem of society, very complex in the way it is interwoven into the Fijian society.  
 
Effective prevention and treatment strategies for HIV and AIDS require an understanding of 
cultural frameworks and recognising the cultural beliefs and practices of the traditional 
societies. Dui seva ga na bua ka tea confirms the Fijian belief that individuals and 
communities will reap what they sow. Of paramount importance in addressing HIV and AIDS 
in Fiji, is exploring the cultural gaps and developing an approach that best suits the traditional 
Fijian context.  
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CHAPTER 3 Socio-cultural Aspects of 
Fijian Life and Relationships 
Lamane is a dialect word in Tribe R to mean how we have come. 
____________________________________________________________ 
 
 
Introduction 
 
Lamane portrays the theme of the journey of social and political transformation that 
Indigenous Fijian communities from traditional societies to modernity. As one of the 
respondents explained, 
 
From our point of view, we say it is our past, our culture and heritage that forms part 
of our present life (Akanisi, 7th Jan 2009). 
 
This chapter provides a detailed description of Fiji’s lamane, historical and political journey 
in terms of the country’s unique tradition and socio-cultural context. The foundational basis 
of Fijian identity, traditional knowledge, attitudes, beliefs and perceptions of health and 
illnesses is explored within the framework of the Fijian administration, social structures and 
tribal allegiances in the chiefly system. This chapter attempts to identify the various forces 
that contributed to the historically constructed Fijian identity and provide a framework of 
studying these forces. 
 
The chapter specifically addresses the importance of chieftainship relative to culture, and the 
impact of colonialism on traditional leaderships and society; the emergence and influences of 
Christianity; developmental constraints and challenges; and how all of this shaped the Fijian 
identity and Fijian women’s identity today. 
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The current political and socio-cultural landscape of Fiji cannot be viewed in isolation from 
historical events, spirituality, socio-cultural progress and development (Lal, 1992).  
 
The Fiji Islands 
 
Fiji is the hub of the South West Pacific, midway between Vanuatu and Tonga. Viti is the 
Fijian word for Fiji. The two largest islands, Vitilevu and Vanualevu (Map 3), which account 
for approximately three-quarters of the total land area and contain most of the population. 
Vitilevu is the mainland of the Fiji islands and Vanualevu is the northern island. With a 
population of 850,000, an estimated 20% of the population reside in the capital, Suva (Fiji 
Bureau of Statistics, 2010). 
 
Fiji consists of 330 widely dispersed islands, of which about 100 are inhabited. Fiji is 
commonly referred to as the centre of the Pacific, because it is the most developed of the 
island nations.                                        
Map 3: Fiji Islands 
 (Source: MoH Report, 2012) 
 
Fiji’s central location provides opportunities for labour migration, shipping, and the tourism 
industry. It also hosts the main campus for tertiary education, the Pacific Islands Forum and 
other development agencies within the Pacific region (Fiji Bureau of Statistics, 2011). These 
and other social and economic activities heighten the increased movement of people from 
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around the Pacific and globally through Fiji and may help infectious disease transfer. The 
tourism industry may support transactional sex industry and the large youth population 
attending university education and the disposable incomes that may be brought with this 
human mobility are all factors that literature suggests can be underlying risk factors for HIV 
(Hammar, 2010; Jenkins, 2007; WPRO, 2006; Zenner, 2005; Sopheab, 2003).  
 
Indigenous Fijian called their country Viti and the saying Viti na noqu Viti; meaning ‘Fiji my 
Fiji’ is stated with pride to symbolise the Fijian identity. Indigenous Fijian academics discuss 
these analogies of indigenous Fijian knowledge, Fijian education and Fijian politics (Nabobo, 
2006; Dabea, 2001; Durutalo, 1997) in their attempt to define Fijian identity. Their 
discussions draw us to the Fijian world view that associates Indigenous Fijians to three 
tangible objects of reverence namely, 1) vanua (people and the land); 2) lotu (religion and 
spiritual God); and 3) matanitu (state or government). This epistemology is important because 
it underlines the social relationships that exist within the traditional Fijian society. For 
example; the Indigenous population are referred to as iTaukei ni vanua or the traditional 
owners of the land (Gatty, 2009). 
 
Traditionally, the term iTaukei ni vanua or iTaukei qele refers only to original settlers of the 
land. Qele means land, soil and earth but vanua has a much broader meaning to cover a larger 
territory of land under a paramount chief (Bolabola, 1986). In the Fijian culture, there is 
always some reference to the vanua (Ravuvu, 1987). For example, lewenivanua for ordinary 
people, tauvanua for commoners, and wanivanua for kava the traditional drinks. 
 
The History of Fiji from Colonization to Now 
Fiji’s history has been written by early Europeans mediated by chieftainship (Timothy, 1982). 
European traders and missionaries first arrived in Fiji from Tahiti in 1830 and resulted in 
wars between the Indigenous Fijian confederacies and the colonisers (Kaplan, 1995). Fiji 
became a British colony in 1874 and the Governor, Sir Arthur Gordon granted autonomy over 
local affairs to Fiji's chiefs, though they were forbidden to engage in tribal warfare. The 
colony was divided into four regions: Northern, Western, Central and Eastern, each under the 
control of Roko Tui, also known as Provincial Administrators. 
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Since 1874, there has never been a female Roko Tui in Fiji. The title of Roko Tui is one of the 
few Fijian male dominated positions within the Ministry of iTaukei Affairs. Roko is a title 
which is conferred on people, of chiefly birth in some parts of Fiji such as the various vanua 
in the provinces of Lau, Rewa and Naitasiri. Tui simply means chief; for instance, Tui Viti or 
chief of Fiji, however, there is no overall chief for Fiji and the installed chiefs represent their 
clan, tribes, provinces and confederacies (Durutalo,1997; Nayacakalou, 1978). The 
Turaganikoro, is the provincial administrator at the village level. Many chiefs refused to 
accept this post at the village level because they viewed it as a “servant type” of role 
(Durutalo, 1997). 
 
The Great Council of Chiefs (GCC), Boselevu Vakaturaga was established in 1876 to advise the 
Governor, who was the head of the colonial administration. The iTaukei respected the GCC as an 
institution to promote indigenous unity in the modern democratic government systems. The GCC 
served originally as the local mouthpiece for British colonial policies and was thus, a colonial 
invention with the purpose of efficient administration and for protection from foreign 
encroachment (Ravuvu, 1987; Nayacakalou, 1978). It remains an influential body of traditional 
and administrative Taukei elites constituted as an advisory body during the colonial period 
(Durutalo, 1986). The Great Council was supplemented by a Native Regulation Board, in the 
Fijian Affairs Board (FAB), which is the legislative and executive apex of the Fijian 
Administration. These two bodies together made laws for the Fijians and European settlers. 
 
Fiji therefore had two separate governments; the central government, which is democratically 
elected by the people and the iTaukei traditional government or the confederacies of native 
kingdom called the Matanitu I Taukei that was led by the Great Council of Chiefs (GCC) and 
administered by the Fijian Affairs Board (FAB).  
 
Fiji was divided into 3 major classes of ethnicity: Fijians, Indo Fijian and Others are those of 
minority groups such as Europeans Part Europeans descent and migrants from other Pacific 
Island Countries and other parts of the world. Part Europeans are referred to as Kai Loma (Fiji 
Bureau of Statistics, 2010). 
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Post Colonization 
Fiji became an independent nation in 1970 (Lal B, 2000) presented a learning curve to the 
Fijian political and traditional leaders trying to streamline the dual role of coping with the 
expectations of the iTaukei government and the new government systems. Fijian 
administration of the native kingdom called the Matanitu I Taukei changed to 3 confederacies 
(Kubuna, Burebasaga and Tovata) with 14 provinces around Fiji: five provinces in the 
Kubuna confederacy, five in Burebasaga and four in the Tovata confederacy; of which three 
are in the Northern part of Fiji, Vanualevu, and one in the Eastern Fijian islands. In addition, 
10 provinces are situated in mainland Vitilevu. Rotuma, marked as province 15, is an 
independent island further along the Northern part of Fiji which is not classified as one of the 
Fijian province but receives funding provisions and scholarship votes through the Ministry of 
iTaukei Affairs (The Government of Fiji, 2006). 
 
During post colonialism, in the attempt to safeguard the iTaukei interest of the vanua, land 
ownership systems, Fijian education, chiefly status and chiefly titles there was an 
establishment of the Matanitu i Taukei (Figure 10).It is part of the Ministry of Fijian Affairs 
but administered by the Fijian Affairs Board (FAB), which is responsible for looking after all 
Fijian Affairs such as Fijian education, Fijian land ownerships and fishing rights, leaderships 
and the chiefly systems, indigenous knowledge, language and cultural expressions and Fijian 
participation in business, and has very broad roles and functions (Mara, 1997). 
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Figure 10: Structure of the Native government- Matanitu iTaukei 
  
The creation of the Native administration also included other institutional structures such as 
the provincial governments, the Native Lands Commission (NLC) and much later the Native 
Lands Trust Board (NLTB).The Native Land Trust Act (1985) provides that Fijians may not 
dispose of their lands except to the government through the Native Land Trust Board. Fijian 
traditional fishing rights are protected by the Fisheries Act (1959) and the constitution gives 
all landowners, including indigenous Fijians, the right to a share of the royalties from the 
exploitation of minerals in the subsoil of their land or the seabed over which they have 
traditional fishing rights. 
FAB’s scope of work often overlaps with the thematic functions of other ministries in 
government. As the direct arm of the Ministry of Fijian Affairs, FAB plays the secretariat role 
in the operation of the Great Council of Chiefs (GCC).This Ministry of Fijian Affairs is now 
called the Ministry of iTaukei Affairs and the GCC, Boselevu Vakaturaga is now the Chiefs 
Council, Bose ni Turaga changing the chiefs titles (The Government of Fiji, 2006). 
 
Indigenous Fijians follow a system of administration at different levels of forums. At the 
grass roots level, issues are taken and discussed at bosevanua (village meetings), followed by 
the bose ni tikina (district meeting); bose ni yasana (provincial meeting). Attendance at the 
village meeting is compulsory for all village members. A district meeting consists of village 
representatives from all the villages in a given district and the number ranges between 5-10 
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per village and the provincial meeting will comprise all district representatives in a particular 
province and the number ranges from 10-22. The outcomes and resolutions of these meetings 
are submitted to FAB, who will prepare a submission to the Chief’s Council for sighting and 
endorsement (Personal Interview, 12th January, 2009).  
 
The Indo-Fijians originated from people who were brought over from India between1879 and 
1916 by the British colonial authorities to work in the sugarcane plantations of Fiji. The 
Queensland Act (1868), which regulated indentured labour through the Colonial Sugar 
Refinery (CSR); Company in Queensland, was made law in Fiji (Lal, 1992). After the 
indentured system was abolished, many Indians stayed on as independent farmers and 
businessmen (Lal, 2000). 
 
The Impact of Colonialism on Traditional 
Leadership  
The colonial government ruled Fijians through their chiefs (Durutalo,1997).This first phase of 
ceding Fiji to Great Britain introduced new form of leadership and administration that has 
influenced the Fijian way of life (Routledge,1985). A new structure of leadership forming 
dual structures of governance was then established in 1970 that led to the reorganisation of 
iTaukei traditional leadership structure. It is within this structure that the notion of Fijian 
identity is constructed, legitimized and disseminated (Durutalo, 1986; Durutalo, 1997). As a 
result of these changes, new social relations began to take shape and consequently new 
leadership roles began to emerge. Indigenous Fijians became answerable to two types of 
leadership: the iTaukei chiefly system of the vanua and the colonial administration of the 
matanitu. These relationships and channels of communication are illustrated in Figure 11. 
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 Figure 11: The Dual Structure of Governance in Fiji 
 
 
The paramountcy of Fijian interests is reflected in the protection of land, customs and culture. 
The colonial administration brought with them changes that greatly affected the Fijian land, 
customs and culture, the very foundations of the chiefly system. This continued to be one of 
the major causes of disputes amongst traditional societies today (Nayacakalou, 1978; 
Durutalo, 1986). 
 
Firstly, the mataqali (extended family groupings) within the vanua is a foreign concept 
brought by the colonial government to make administration much easier. Indigenous Fijians 
have always lived in the iTokatoka family grouping (Durutalo, 1997). Secondly, the new type 
of chief arising from senior civil servants especially within the Ministry of iTaukei. They are 
often referred to as Buli at the local level. Buli a traditional title of certain chiefs (followed by 
a place name), Tailevu or Bua provinces, a title borrowed by colonial administration for the 
government Fijian official administering old districts, discontinued for a time in 1948, 
replaced by District Commissioners of United Provinces (Gatty, 2009). Because of the powers 
vested to their positions, these new type of chiefs are treated with a lot of respect similar to 
those accorded to ascribed chiefs. Hangovers from colonial administration have seen this Buli 
formalising their positions as new chiefs in their own societies. This created more conflicts 
amongst Indigenous Fijians in areas regarding traditional leaderships. The vanua   identities 
further created classes of Fijians into districts, provinces and confederacies (Durutalo, 1997; 
Durutalo, 1986). There is the general belief amongst Indigenous Fijians that leadership of the 
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vanua by traditional chiefs will bring sautu to the land. Sautu means peace and prosperity to 
the land. It symbolises the understanding that the Spirit God will bless the land with good 
crop harvests, abundance of fish catch, and having children especially sons that will continue 
the family line (Ravuvu, 1992). These are examples of sauté in the Indigenous Fijian 
epistemology.  
 
The three paramount institutions used as custodian machineries of Fijian interest were: FAB, 
to govern all Fijian affairs, the Native Land Trust Board (NLTB) for all land matters 
especially in relation to land leases and investments and the Native Land Commission (NLC) 
which is responsible for registering all indigenous Fijian and is a control agent to guard 
chiefly vagunuvi (instalments). Chiefly instalments relates to the formal installation of a 
traditional chief in Fiji (Gatty, 2009). This is usually done by the Sauturaga clan of the Fijian 
social structure. 
 
 
Sau means a special power. Sautu means prosperity and Turaga means chief. Sauturaga 
means giving blessing and prosperity to the traditional chief (Gatty, 2009). Sauturaga is the 
functional role of a certain clan to empower and install a chief (Ravuvu, 1987). 
 
Having FAB to govern all Indigenous Fijian affairs is good for some reasons but also still 
questionable considering its boundaries. This challenged traditional chiefs to seek higher 
levels of education because only through knowledge can traditional chiefs discern their limits. 
Discern is the ability to recognize or be aware of special skills and capabilities and has a 
theological orthodox relating to the spiritual gift to see beyond the naturals (Calvert, 2003). 
The gift of discernment is believed by Indigenous Fijians to bring-forth yalomatua, which the 
spirit of wisdom that is necessary for traditional chiefs to lead their people (Ravuvu, 1987). 
 
The NLTB governs important matters to the Indigenous Fijian, their vanua. In doing so, it has 
disempowered the Indigenous chiefs and their people from individually owning the land and 
doing business on their own land. The greatest challenge relates to also the Fijian belief that 
any insult to the land can have severe consequences that can filter through generations 
manifested in illnesses and death (Ravuvu, 1987; Nayacakalou, 1985). Further, the role of 
NLC is sacred in the Fijian culture as this established set of customs is connected to the Gods 
or goddess and treated as Holy (Calvert ,2003). Indigenous Fijian knows their chiefs and 
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carries out their mataqali role to their chiefs with diligence. The Fijian chiefly title is 
communally owned by the chiefly family. It is the traditional Fijian practice that immediately 
after the death of a chief, the chiefly clan are expected to meet and discuss the next chief. This 
is usually selected from the eldest in line (Ravuvu A, 1987). The NLC plays both the 
custodian and policing role to ensure that the chiefly family are in agreement to the 
“vagunuvi” which is the ceremony of the proposed tribal chief receiving the traditional cup 
from the sauturaga to be installed as the tribal chief (Gatty,2009). If the vagunuvi is not 
practiced according to the acceptable beliefs, it can also cause death and illness to the 
individual and their immediate families. 
 
Racial tension slowly emerged between the two major races in Fiji, the iTaukei and the Indo 
Fijians which led to the repeated coups in 1987 and 2000. According to Lal (2000), 
supporters of the coups invoked various international instruments on indigenous rights in 
support of their claim for political powers. Their arguments were based on the principles 
applied to decisions to indigenous and tribal communities whose lands, culture, and separate 
identity were at risk of marginalization as a result of colonization, such as the Hawaiians, the 
Maori, and the Australian Aborigines. An important Fijian right is the right to own land. This 
is guaranteed through the recognition of customary title in the Native Land Act. Fijians also 
have rights to their traditional institutions, including the Chiefs Council and other separate 
administrative systems set up for their governance under the Fijian Affairs Act. 
 
According to Lal (2005), the iTaukei were feeling insecure as they felt that the rapid increase 
in the Indo Fijian population and their marked success in the economic market would lead to 
an overthrow of both traditional leadership and land ownerships. The instigators of the coup 
used this sentiment to create unity and gain traditional and political support. 
 
The Fijian Vanua 
The notion of the Indigenous Fijian political unity was a social construction which emerged 
after the establishment of the colonial state in 1874 (Durutalo, 1986). It embodied customary 
leadership practices within the context of socio-political constructs of the itokatoka, mataqali, 
yavusa, vanua and yasana. The iTokatoka is an extended family unit which is traced 
patrilineally. For Tribe “R”, the same extended family unit is known as the bito or batinilovo. 
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Customary land use and tenure was mostly based on this kinship unit in pre-colonial Fiji 
(Durutalo, 1987). Mataqali is a sub clan composed of one or more iTokatoka, which was 
made the basic landowning unit by the colonial government to make administration easier at 
that time. The mataqali is the most important of all divisions of society. The births, 
marriages, and deaths of individual members of mataqali are causes of ceremony for the 
whole society. Members of the mataqali are obligated to and responsible for the care of 
orphans, illegitimate children, the elderly and the sick.  
 
Yavusa is the largest kinship group within the social system and is composed of several 
mataqali. The word yavusa derived from the word yavu which implies house foundation, 
yavutu implies our roots or point of origin. The members of the yavusa are believed to have 
originated from a common house foundation and common ancestor.  
 
Matanitu links a number of vanua (Durutalo, 1997).By the 16th century, the matanitu were 
still being formed in Fiji. The arrival of different waves of Europeans affected this process of 
evolution. In some parts of pre-colonial Fiji, a number of vanua were not subjected under a 
matanitu. The British colonial administration re-interpreted and adopted these indigenous 
forms of unity as a basis for national unity under the colonial state (Durutalo, 
1997).Underlying this new form of unity was “the colonial myth of homogeneity (Routledge, 
1985:220) which proposed that there was one single form of cultural reality with uniform 
chiefly rule amongst Indigenous Fijians in the many different vanua throughout Fiji. 
 
A Fijian yasana or province was a geographical entity which was carved out of political 
necessity at the onset of colonial rule in Fiji. Provinces were created from independent vanua 
often with minimal links to each other. However, the intricate traditional detail of the vanua 
was overlooked in the amalgamation process to enable political unity for the consolidation of 
the new politico- economic system (Durutalo,1997).Within each yasana or province for 
example, were a hierarchy of posts from the Roko Tui at the provincial level to the Turaga ni 
koro (village headman) at the village level. This created a new type of leadership among the 
traditional chiefs. 
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There are 4 classifications of chiefs in the Fijian vanua: Turaga Qali (Clan chiefs), Turaga 
iTaukei (Village chiefs), Turaga ni Yavusa (Tribal chiefs) and Turaga ni Matanituvanua 
(Confederacy chiefs). These classifications of chief and level are important knowledge for the 
Indigenous Fijian healing process. Fijians seek forgiveness from their elders and chiefs during 
a sudden death, prolonged illness or series of events (bad omen) believed to be caused by 
violation of cultural norms. 
 
Traditional costumes for chiefs are usually brown tapa which symbolises nobility. If the 
costume is tied from the right shoulder, it means that the father is a noble and if tied on both 
sides, it symbolises that both parents are of noble birth. A commoner wearing brown tapa on 
traditional occasion is seen as a violation of respect to the chiefs and the vanua. There is also 
the belief that breeching such norms has repercussions on the physical health and can cause 
long term illnesses. 
 
There are between 10-12 clans in the Fijian social structure of the chiefly system. These 
include the following clans: turaga (chiefly); matanivanua (heralds); sauturaga (knights); 
bete (priests); batileka (warriors); batibalavu (warlords); daunilovo (earth oven makers), 
tatanibuka (firewood gatherers), mataisau (craftsman), daunivucu (music orchestra), dauqoli 
(fishermen) and dausoliwai (traditional healers). 
 
Fijian society is traditionally hierarchical in structure. Every role in the Fijian social structure 
is important. Specific clans play important functions that are inter-related and interdependent 
for effective coordination of the traditional system. Each role determines one’s status in the 
traditional settings. Each social unit in the social structure hierarchy has a fixed position and 
there is a known order of seniority which is applied both within social groups and between 
them. The position of a social unit in a particular hierarchy is known, and carries specific 
functions and responsibilities. These roles operate vertically within the hierarchy and laterally 
between hierarchies. For example a particular mataqali will be expert fisherman in one 
yavusa and the same mataqali might have a traditional relationship with another yavusa. Each 
social unit has certain traditional titles and duties with which it is identified and distinguished 
as the vakaturaga, chiefly Fijian system (Figure 12).    
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    Figure 12: Fijian Social Structures in the Chiefly System 
 
 
 
 
 
 
 
 
 
 
 
One is ascribed and does not choose to be a noble in traditional Fijian societies. There is the 
general belief that chiefs are sent by the supernatural God and possess high levels of charisma 
and charismatic gifts in leadership and public speaking. Genealogy is significant in 
chieftainship because it portrays one’s placement in society in the tribal culture. It legitimises 
skills as being part of a particular clan and establishes credentials in tribal status (Ravuvu, 
1987). 
 
Post colonially the concept of the “new type of chief” began with the employment of chiefs in 
the system of indirect rule, i.e., a dual role of being a traditional and a “state chief”. This new 
role reinforced the chief’s traditional basis of rule and strengthened his political power. 
However, some have recruited commoners in state positions to be the district Buli and these 
recruits have to request status from traditional chiefs to strengthen their leadership (Ravuvu, 
1987). Because they are in state positions, they are strategically placed in leadership and have 
the power to legitimise their borrowed status. This has greatly affected Fijian societies today.  
 
The members of the social group are bound together by their common name, common 
ownership of land and common or close residence. Although the basis of membership of the 
social group is predominantly through patrilineal descent, this is not the only way through 
which individuals become members of social groups. Memberships can also be gained for 
women from the mainland who are married to highland or island men, widows and single 
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mothers can reside in their family land. Co-residence is an important factor since a stranger 
cannot have a socially significant life unless he is connected with some group within the 
village, in fact he would not be allowed to live in the village without being connected in some 
way through kinship (Nayacakalou, 1978). 
 
The essential social strata to which every Fijian belongs are the itokatoka the mataqali, and 
the yavusa. In any locality a number of yavusa group together to form a vanua, this is in fact a 
socio-political association, cemented by social economic ties, with common allegiance to a 
Turaga iTaukei and Turaga ni Yavusa. A number of vanua groups together through kinship 
links, marriage, social and ceremonial ties between the leading yavusa, and conquest to form 
a matanituvanua (Ravuvu, 1987; Durutalo, 1997). 
 
Fijian Allegiances to the Chiefly System 
Within Indigenous Fijian community’s traditional loyal ties to chiefs and the vanua became 
the foundation for modern political support to the chiefs. The concept of vakaturaga revolves 
around the thinking that every clan and tribe should have an installed chief to be traditionally 
ordained by the sauturaga clan and fully respected by the vanua and its people. Respect for 
serving the traditional chiefs is vakaturaga. There are also customary practices that support 
the vakaturaga concept such as offering of the first harvests of the land and from the sea. 
There is also the general belief that chiefs own land and people and are often referred to as the 
Turaga ni Tamata, King or Chief of the people.  
The creation of various institutions resulted in the evolution of communal politics of which 
political unity has been the outcome. It involves the process of politicking and competition 
for power which remains exclusive within a community utilizing traditional loyalties, 
ceremonies and values to solicit political support (Durutalo, 1997). This further created 
divisions amongst the iTaukei. The Bose ni Turaga invented a new type of politic that 
amalgamated verevakabau; using competition for recognition, power and wealth in relation to 
resources. The Fijian term for communal politics, is verevakaBau. A vere is a form of 
temptation to lure people into a particular event or deed. A vere is usually a game played by 
people with power and authority to maintain their implicit unstated interest for self-gain. The 
best example of a vere is contesting for the chiefly title and without your knowledge, other 
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members of the family unit, iTokatoka, are vouching for the other contender. Understanding 
the basis of this Fijian vere is important in any traditional Fijian society. The main role of 
Ministry of iTaukei Affairs is to guard indigenous Fijian supremacy and loyalty to the 
traditional Fijian society.  
Nayacakalou (1978) argued that provincial governments were established as short term 
administrative apparatus aimed at preparing the colony for self-governance. This however, 
was not the case for Fiji because the colonist left behind their systems of administration, 
leadership styles and institutions such as FAB, NLTB, and NLC, which continues to be active 
parts of the new Fiji (Durutalo, 1986; Durutalo, 1987). Within the Fijian social structure; the 
chiefly system of administration connects from the matavuvale, family units to the state 
(Figure 13).  
Figure 13: Fijian Administration Processes in Fiji 
 
The Fijian administration has a distinct process for Indigenous Fijian where issues are 
discussed at the bosevanua (village forum) at the “vanua” level under leadership from the 
Fijian chiefly system. Issues raised at the bosevanua are taken to the bose ni tikina (district 
meetings). This is further taken to the bose ni yasana (provincial meetings) and reported at 
the government level. 
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The provincial offices also prepare consolidated reports that are submitted to the Ministry of 
Indigenous Affairs (Interview with Ministry of iTaukei Affairs, January, 2012). The removal 
of the GCC also removed the powers of the iTaukei to endorse policies to senate which would 
enable them to become national policy formulation process of the land. However, Indigenous 
Fijians still have to adhere to both the vanua and matanitu in their everyday living 
arrangements. 
 
Fijian Social Structure and Relationships 
 
The most important and common term for ideal behaviour is vakaturaga, meaning a chiefly 
quality and standard, which is very gentle and humble in character. Firstly, it denotes that 
one’s character or actions and characteristics in the presence of a chief. It includes, veidokai 
(treatment of respect), vakarokoroko (deference), vakarorogo (listening with attentiveness 
and obedience), and yalomalua (spirit of humbleness). Yalo means spirit and yalo vakaturaga 
is the most respected spirit in the traditional Fijian society. An individual who is labelled 
vakaturaga in his behaviour knows his place in society and complies unquestioningly with his 
various traditionally defined obligations and responsibilities. His actions are usually focussed 
on service to others.  
 
Another important category is the respect for sacred grounds, vanua tabu which are still the 
focus of supernatural beliefs in spirits and ancestral gods. Such areas are in varying degrees 
still feared, revered and respected. No activity of any kind is permitted in this area unless 
allowed by custom or by those of special power, if this is not obeyed, one may be adversely 
affected by their ancestral gods generative power. Few people will dare to break this tabu for 
fear of illness, death and other suffering. Such places include the burial sites of paramount 
chiefs, sautabu, which are the abode of kinship, certain cosmological gods or ancestral spirits 
(Ravuvu, 1983 and 1987). 
 
The idea of share and care is embodied in the Fijian ideal terms of veivukei (giving a helping 
hand; veinanumi (to be considerate of others); veilomani (implies a loving relationship, loving 
and kind to one another; duavata (in unity with a sense of solidarity), togetherness; and 
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yalovata, (of the same spirit). Loloma (love); is an important area in which this ideal and 
practice of sharing and caring is expressed, for it binds people together in reciprocal 
dependence and kinship ties. When one is sick in the Fijian context, he or she is supposed to 
inform family members who will in turn help to provide care in the spirit of veivukei, 
veinanumi, veilomani, duavata, yalovata and loloma. This will be discussed in more detail 
later in the thesis. 
 
Fijian Linkage to the Land, Bula VakaiTaukei 
Ravuvu (1992) discussed that Fijian customs and traditions are linked to the land, and 
religious ceremonies and rituals were for the gods of the land. Here, Ravuvu is also linking to 
the Fijian worldview, which relates Fijian customs are part of the vanua, lotu and matanitu. 
The land is communally owned by the mataqali and people can only lease land with the 
consensus of the mataqali. Fijians saw the land and its people as components of a vanua; and 
believed that the gods lived in the depths of the land and the sea. Even in death, a special 
ritual is performed to symbolise the return of the physical and spiritual body to the land. The 
Bula vaka iTaukei literally connects to the land. Man owns the land, and women after 
marriage can only settle on, but do not own land (Bolabola, 1986). 
 
The earlier traditional Fijian religion was based on ancestral worship which extended to every 
aspect of the culture, including medicine. Many Fijians see the Kalou (Christian God) in very 
much the same way as their Kalou Vu (ancestral God). He can both protect and punish, and 
oversee all that happens in the mortal world and the spirit world alike (Ravuvu, 1992).The 
spirit world is believed by most Fijians to be somewhere in the sky, lagi. Thus the new God 
has three aspects; first, he is the supreme of the heavens, the supreme deity of the people’s 
earthly world and the patron spirit of the Christian church. He is believed to have the power 
to save, protect, pardon, reward and punish those who do not conform to the Ten 
Commandments, just as the ancestral god protected his descendants and their customary rules 
of morality, appropriate ways of feeling, thinking and acting. 
 
Further, the vanua concept in the Indigenous Fijian epistemology has three levels: lagi 
(heaven), bulu (the underworld) and vuravura (the earth).Religious ceremonies are performed 
to the God of lagi referring to the supernatural supreme. God, the ancestral gods of bulu and 
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God of the vuravura, the traditional chiefs. Any breach of norms of traditional society, was 
interpreted as an offense to the Gods’ to be punished with bad omens and bad luck especially 
terminal illnesses communally labelled as the matenivanua. Those who conformed were 
rewarded with good harvests, children especially sons, or other forms of good fortune 
(Nayacakalou, 1978; Ravuvu, 1987). Indigenous Fijians believe that irrespective of the 
illness, for healing to take place the sick needs to seek forgiveness from the God of lagi, 
buluand vuravura. Only men performed leading roles in traditional functions; their status and 
their rights to land were confirmed paramount. In their deliberations, there is always a 
connection to the three concepts of the vanua. For example, kilai mai lagi, known in heaven, 
kilai mai bulu, also known in the underworld. Symbols like sudden rain during a traditional 
occasion such as marriage means that the God of lagi is pouring his blessings. Catching large 
quantities of fish during a communal village fishing preparing for visitors symbolises the 
blessings from the God of vuravura, and good harvests and good health from both the God of 
lagi and bulu (Interview with village elder, February, 2009). 
 
Another marked ceremony of this connection to the land is how on the fourth night after 
every birth, vicovico (umbilical cord cut from the placenta) occurs the placenta is usually 
planted with a selected plant or tree as a form of connection to mother earth and the land 
(Ravuvu, 1983). Most Fijians would use their principal totem plant or tree believing that the 
child will grow up to be useful and fruitful. For those that wished their children to be good 
fishermen or fisherwoman will take the vicovico and throw it into the sea. Infants from ten to 
12 months are usually taken to the beach and have their legs (from the knees down) 
submerged in the sand to allow them to stand firm and walk (Ravuvu, 1987). 
 
The Fijian Identity 
Understanding ethnic identity in Fiji and elsewhere in the Pacific requires looking at the ways 
that individuals draw on ideologies to make sense of particular circumstances of their lives. 
The iTaukei are faced with contradictions of the past, present and future. For example, Fiji’s 
current land disputes over customary titles, the military coups and the current political 
situation in Fiji, are also marked examples of such contradictions (Dabea, 2001; Nabobo, 
2006; Durutalo, 1997).The chiefs have appropriated the colonizer’s role and assumed 
responsibility over maintenance of Fijian identity whilst denying outsiders or commoners the 
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right to engage with their land possession constructively. The assumptive belief that is 
prevalent amongst Fijians today is that Fijian unity can only be achieved through tradition. 
Fijian identity is, in fact, a projection of, dependent upon and or subsumed into the chief’s 
identity. 
 
Communalism is a deep ideological and character forming force in Taukei culture and cannot 
simply be set aside or modified without extensive transformations of traditional institutions 
and traditional social systems. Colonial rule, entrenchment of Fijian chiefly structures and the 
Indo-Fijian presence have resulted in the evolution of communal politics also known as 
verevakabau grounded in notions of Fijian identity. Modernity presents a challenge to this 
precept. There is increasing recognition that any leader, be they chief or commoner, needs to 
have some education and means, because that is the measure by which success and standing 
are reckoned in contemporary society. According to one prominent chief in Fiji, “It is no 
longer sufficient just to have the right blood lines. It is an issue of credibility. Most 
problematic have been Fijian attitudes to the rule of law. Fijians see their rights,” as 
indigenous people existing outside and above the law” (Madraiwiwi, 2006: 3). 
 
Fijian Customs and Ceremonies of Reverence  
Every village has its own program of how to work the land and this involves collective work. 
Important among these were doing things as a group and the joys and satisfaction obtained 
from the fellowship of others in the village (Ravuvu, 1983). Many rural Fijians opted out of 
the village as galala, meaning free, independent and available and migrating to urban areas 
and places of wage employment.Colonial authorities established a system whereby Fijian 
individuals could be released from village or clan responsibilities. Indigenous Fijians could 
therefore seek a formal approval to leave their village and visit the city. If they overstay in the 
city, they will be summoned to pay money or referred to the traditional court within the Fijian 
Affairs Board. 
 
Indigenous Fijians usually live close to their villages, and villagers by custom would not 
release them from traditional obligations (Gatty, 2009). In many situations, to question those 
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tenets, and to fail to conform to their rules, is to be un-Fijian and to contradict one’s own 
status and being.  
 
Yaqona also known as kava is the traditional Fijian drink used to welcome visitors, farewell 
relatives and friends. Yaqona is also the drink Indigenous Fijians use to speak to the God of 
bulu; the ancestral spirit God (Ravuvu, 1983). Yaqona is used as an artefact of reverence 
when you enter a Fijian village. Yaqona roots are taken to the focal points in the village and 
this can either be the turaga ni koro or village health worker who will lead visitors to the clan 
chief. It is considered a mark of disrespect if visitors enter without yaqona. A high proportion 
of significant social contact among Fijians is accompanied by gift giving. Casual visits 
between friends may call for the proffering of kava; tobacco or other gifts as appropriate and 
proper way of behaving. No ceremonial function is considered complete without a 
presentation of magiti, which is a ceremonial feast (food preparation).Indigenous Fijian 
prepares magiti to celebrate marked occasions such as birthdays, graduations, puberty and 
marriages. 
 
It is normal to reciprocate on such occasions, giving yaqona or food or by showing 
hospitality, honour, respect and acceptance to recognise and honour the other person. The 
value and amount of exchanged are symbolic of the social status of the giver and the 
recipient, and the attitude and feeling each has towards the other person (Ravuvu, 1983). The 
one who gives the most usually feels better and is respected for it. Material loss is thus 
compensated by social gain and recognition.  
 
Reciprocity is rarely an immediate response or return for gifts given but is usually a long term 
affair whereby one person tries to outdo the other over a long term period. Fijian reciprocity 
is one aspect of quality of social relations analogous to “one good turn deserves another”, but 
it is more enduring, less casual, and sometimes accompanied by very strict accounting. 
Reciprocity implies that there are formulas which describe the pattern of expected 
cooperation between persons with defined relationships to one another. A man may give a gift 
without it having been requested. To refuse to receive it is insulting but it opens the way for a 
later demand or request which cannot be refused without insult or an implied rejection 
(Nayacakalou, 1978). 
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The social, economic and administrative changes happening in Fiji over recent decades has 
had a fundamental impact on the nature of Fijian society. Perhaps one of the most potent 
influences has been the need for items which only a cash income can buy, an income obtained 
through wage employment or through cropping. This has led to formerly cohesive social unit 
no longer being universally binding and to the use of time and effort being seen in terms of 
one’s personal betterment. What has ensured the survival of the Fijian social organisation and 
given it meaning and life is “the sure belief” in common descent, common faith, and common 
interest, founded on loyalty, obedience and reverence (Nayacakalou, 1978; Ravuvu, 1983; 
Lasaqa, 1984). 
 
Other important social structures are the Men’s and Women’s Houses. This is where life 
skills are shared in private by the elders. The elder men are expected to teach the boy’s 
craftworks such as building a boat or a house and other issues of cultural significance. The 
elder women conduct the same in order for girls to be skilful wives. A village bosevakavanua 
is also conducted weekly to share information about village developments and complement to 
these initiatives. Skills of cultural and traditional values, rebuilding traditional societies, 
general health, church functions and religion, school operation and education are discussed in 
the bure (Figure 14) a thatched house serving a special function in Fijian villages.This is 
important knowledge for HIV community care.  
 
Figure 14: The Fijian bure in a traditional Fijian village 
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(Photo taken by Research Assistant, 22nd January, 2009) 
Births and Deaths in Traditional Fiji 
Births are an event of celebration to most Fijians. The birth of first born’s and nobles are 
usually celebrated with chanting and dancing for several nights varying in detail across 
particular societies. After a birth, the falling away of the dried part of the umbilical cord 5 to 
10 days is celebrated with feasting. As mentioned earlier, the part is either planted with an 
indigenous plant or thrown away to the sea with good spirits. The drying and falling of the 
umbilical cord, symbolises a good and caring heart (Thomas, 1982). Also the planting of 
totem plants with dried placenta is a symbolic connection of a new life to mother earth.  
 
Every tribe in Fiji have both their totem plant and totem animal which are treated with 
reverence and awesomeness. Violation of the totems can cause traditional penalties. As an 
Indigenous Fijian myself, I have seen people being taken to village grounds and publicly 
belted for violating the pigs which are principal totem animal for this particular tribe. This is 
in one of the outer island health centre village where I used to work. In my own tribe, we 
have the dakua as our totem plant and freshwater duna (eel) as totem animal. Because of the 
sentiment of reverence associated to our totems, I have used my totem plant, dakua, to pitch 
the title of this thesis, to symbolise originality and ownership. Women from my tribe are 
referred to as lewaduna (women from the eel tribe), and we carry that tribal label with pride. 
This can sometimes be a source of stigma if used otherwise. There is an automatic social 
connection when meeting people from other tribes in Fiji share either the same totem plant or 
totem animal. The similarity means that we have derived out of the same origin and are of the 
same mataqali (family clan).This is also the basis of social relations in traditional Fijian 
societies creating an automatic social fit, meaning that we are their people and they are ours 
too but we have missed each other somewhere along the line during the process of inland 
highland migration or tribal wars. 
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Among Fijians, death has important social and religious significance to the living. It enhances 
solidarity by bringing together those kinsmen and friends of the deceased who are separated 
by geography, time and other experiences in life. It strengthens and re-affirms existing social 
and political links and generates new vigour in forgotten and dying relationships. It 
transcends social barriers and indifference, acting as a focus for reconciliation for the kinsmen 
of the dead who are disaffected from each other. The occasion also provides an opportunity 
for “grinding an axe” with those who have constantly failed to participate in kin group 
activities and neglected their kinship responsibilities and obligations and for defaulters to 
justify their failures to comply with kinship demands and expectations, and to re-establish 
their identity with the group.  
 
In religious terms, it is a time for contemplation and taking stock of one’s own actions in 
relation to traditional beliefs and values and contractual commitments to Christian rules of 
morality. The cause of death is usually pondered and examined not only in terms of actions of 
the deceased during his lifetime, but also of his surviving close blood relations. It is also 
believed that the punishment, for a wrong doing committed by one’s relation is often placed 
upon other close blood relatives (Sahlin, 1962). 
 
Sudden death resulting from an accident, sudden illness or other unexpected causes is often 
interpreted as the work of supernatural beings, which thus need to be placated and neutralised 
in one way or another to avoid further deaths of the same nature. It is also believed that the 
condition in which a person leaves this life will also be his condition in the future state of the 
spirit world. Thus it is important to treat the dead with reverence and care lest its spirit is 
angered and returns to wreak vengeance among the living (Ravuvu, 1983). To compensate for 
any breach, a cultural restoration ritual like bulubulu is performed to clear the way and 
promote cultural healing. Bulubulu, is a traditional conflict resolution technique where 
families go through a reconciliation process called veisorosorovi. This involves the use of 
tabua (whales tooth), kava, and other forms of cultural artifacts of reverence. According to 
one elder I interviewed, people of Tribe R are now using drums of kerosene, village made salt 
and bails of clothing material (Interview  Elder, 15th January,2009). The elder further 
confirmed that after resolving the conflicts, this is usually followed by the Christian way of 
seeking forgiveness and family feasting. There is this belief, that the family is released from 
any transmission of curses or bad omen believed to lead to chronic illness. 
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When a local woman is widowed, her family will present a tabua before the husband is buried 
in order to secure release from the husband’s family. This is called, ailakovi or butunicola for 
some parts of Fiji. Tabua is the most significant cultural artifacts used in the traditional Fijian 
society for any form of cultural practices from birth to death. The use of the tabua is 
considerate paramount and is treated with awesomeness by the Fijians. The sentiments of its 
use are very forthcoming and create a spirit of peace and unity. The tabua is used to seek 
forgiveness from the families, tribes and to the land. It is also used to resolve conflicts. The 
widow can return to her family if she wishes and her land rights are only for settlement and 
personal use and not for commercial purposes (Bolabola, 1986). 
 
The Fijian Marriages 
 
The institution of marriage is viewed by the society as a union of two individuals committing 
a social contract to each other; their respective families, itokatoka, mataqali and the vanua. It 
is important for a chief to marry a woman of socially equal status to maintain the noblest 
genealogy line. Such a marriage is often arranged. Some modern day marriages begin with an 
elopement although this is considered unacceptable and a cause of concern between 
respective families (Ravuvu, 1983). 
 
If the love affair has ended in sexual relation, the boy will inform his family of the intimacy 
of the relationship and his family will arrange with the girl’s family by presenting a whale’s 
tooth as a symbol of repentance (Ravuvu, 1987). The parents will have no alternatives but to 
consent to the marriage. Such “short cuts” are means of avoiding shame and embarrassment. 
Indigenous Fijian women who choose to have an orthodox marriage will have to go through a 
virginity test during the four nights or ten nights of the marriage celebration (Ravuvu, 1983). 
This is usually a prestigious and honourable occasion involving merrymaking, feasting and 
exchange of gifts.  
 
An arranged marriage marks a lot of celebration between the tribes, not only as an exchange 
of vows but of artefacts, and other cultural objects of reverence. It is like playing games in a 
very competitive playing field but between tribes and their people (Ravuvu, 1987). 
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In the Indigenous Fijian perspective, any marriage should complete the traditional process. 
Firstly this begins with the vanua called the ilakovi in most part of Fiji or vavanua in the 
Western tribes. ilakovi is a ceremony where the boy’s clan takes especially the tabua to seek 
permission from the girl and her clan for marriage. The girl will be asked in front of the 
audience whether she is in agreement with the proposal and purpose of the ilakovi. Once 
approved, the girl’s family have to present another tabua called idola ni gusu to symbolise 
that she has agreed to marry the boy (Ravuvu, 1987). Part of this ceremony is to decide the 
date for registry and church marriage. 
 
Only after the registry, matanitu marriage and the lotu, church marriage, is the couple are 
clear for the completion of the vanua marriage process. This further involves the exchange of 
other cultural goods such as mats, tapa and observing the loss of virginity on the forth night is 
celebrated by feasting and merrymaking. Tapa bark cloth of mulberry shrub that Indigenous 
Fijians wear to traditional functions such as wedding, traditional dances, and occasion of 
traditional customs. It is cultivated by suckers because the stems are cut before the scrub. The 
stems are soaked in water; the lewena (inner bark) removed and pounded with an ike (wooden 
mullet). Sections are modernly pasted together with yabia (sticky cassava) for patching. 
Decorative local patterns are painted on, often with stencils. Colorants are made from lauci 
(charred candle nut) and dabi (puzzle nut) for black or outer bark for red; Kura (noni) root for 
yellow color and bark for red; Kavika (Malay apple inner bark with sea water and lime) for 
crimson and upright banana young shoots for the purple dye. Prints on the tapa symbolize the 
province and the clan of the designers. 
 
The couple are oiled with perfumed oil every night until the breaking of hymen during sexual 
intercourse. The husband is expected to tell the village women that sexual intercourse has 
taken place and he has penetrated her hymen by showing the waiting women the white tapa 
with blood. This process is the proudest for the girl and her clan where the girl is valued for 
her virginity. In Fijian beliefs systems, the blood contact is the beginning of the blood 
connection between the two tribes and positive thinking that he has opened that door and she 
will bring him kawa children and sustain or maintain blood lineage (Ravuvu, 1987). 
 
Sexual intercourse is also one of the sacred cultural items and is valued not only for intimacy 
purposes but to be a positive connection of the two vanua and should be performed within the 
boundaries of lotu. In the actual marriage process, sexual intercourse is expected to happen 
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after the Christian lotu marriage. Fijians also believe that any deviation from these basics will 
lead to illness. 
 
For chiefly families, the completion of virginity testing involves the beating of drums, 
blowing of conch shells and also followed by dancing and merrymaking. The couple are then 
escorted to the nearest river or sea for their first bath and also the girl’s first fishing. These 
actions symbolises the Fijian connection with nature to both the God of lagi and the ancestral 
Gods of bulu to showcase purity and seek their blessings on the couple. There is also this 
Fijian belief that when the Gods are in agreement with their actions, it will bring fish to the 
shores, good harvests to the land and good health to the people. 
 
This will also be followed by another ceremony of feasting and the girl’s family are presented 
with cultural goods called the idolei meaning that the boy’s family recognises her value of 
purity and that she is going to be a source of their kawa. 
 
Kin Ties and Relationships 
 
Kinship is one of the main organizing principles of human society and kinship systems are of 
particular importance because of their primacy in non-state society. Kinship systems establish 
relationships between individuals and groups on the model of biological relationships 
between parents and children, between siblings and between marital partners (Marshall, 
1996). Kinship and marriage are about the basic facets of life namely births, copulation and 
death. Birth produces children and the lasting mother and childhood bond, the most basic of 
all social bonds.  
 
The chief characteristics of social relations between various classes of kin are the existence of 
certain avoidance customs or taboos (Ravuvu, 1987) such as patrilineal cousins joking with 
each other communicating with a selected respectful word and primary kin not mating with 
each other (though cousins can marry in certain chiefly families), on the understanding to 
maintain the royalty blood lines. Children born from consanguineous marriages are generally 
believed to be unhealthy because of the blood ties and also believed to have congenital 
disability. In addition to such belief is the perception that either the children will die or 
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parents will suffer disease which frequently will result in death (Ravuvu, 1983). Indigenous 
Fijians also believe that your kin and the extended kinship is a source of wealth because they 
will come to assist in your traditional ceremonies with cultural goods. This is also the case for 
illness where your kin will bring food, traditional medicine and now money for support and 
care. 
The Emergence and Influences of Christianity 
A Christian, Tongan Prince Ma'afu brought Wesleyan missionaries from Tonga to Fiji in 
1835, and the Methodist Church gained its first foothold. Most chiefs regarded the Wesleyan 
missionaries as a threat to their power, refused conversion, and resisted attempts to set up 
outposts in their villages (Calvert, 2003). However, by 1874 the success of the missionaries 
became evident. Overall the penetration of Christianity was not as peaceful with the mountain 
tribes, Kai Colo, in the interior of the main island being hostile even to the colonial 
government. The Kai Colo attacked Christian villages in April, 1876. However, processes of 
re-socialization, focussed on the belief that European and Christian values are the way-
forward and Fijians had to put aside their indigenous beliefs and values to practice 
Christianity (Durutalo, 1986).Fiji today is a multi-racial, multi-cultural nation, representing 
all the major religions of the world. Methodism (34%) and Catholicism (27.9%) are the two 
most prominent Christian denominations. Other Christian denominations (10.4%), Hinduism 
(9.1%) and Islam (6.1%).The types of religious denominations in Fiji symbolises the diversity 
that Fiji’s program will have to face dealing with women, HIV and AIDS. 
 
Fijian Methodism and its role in discourses on identity in Fiji; leads to the question of the 
relationship between the vanua, land and its people and Christianity. Of importance is the 
complex notion of land so crucial for ethnic Fijians’ identity constructions and the need to 
establish a relationship to the Christian God while retaining essential dimension of the vanua 
(Durutalo, 1986). Fijians believe that “lotu” or religion represent God’s kingdom on earth. 
Christianity is also of central importance in the life of Fijians (Ravuvu, 1983). The obvious 
and prominent physical landmark of Christianity in Fijian villages is the church building. A 
village without a church feels guilty and shameful as this symbolises their lack of strong faith 
and commitment to church (Ravuvu, 1992). 
 
Religion in Fiji also reinforces attitudes based on ethnicity; a paramount chief also said that:  
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“the Methodist Church is totally Fijianised as it preaches a 
theology that attempts to bridge the ethnic divide and a Fijian 
gloss has been put on the Christian message to provide 
justification for political developments since 1987” 
(Madraiwiwi , 2006:3) 
 
He is implying that the religious messages of love, unity, were used to promote racial 
harmony avoiding tensions. Because the message was preached out of the pulpits, it was 
treated with reverence and accepted as a revelation from the Christian God. 
 
The diagram (Figure 15) below illustrates the linkage between the lotu, native kingdom vanua 
with the matanitu. There is, therefore a strong coordination between the matanitu ni kalou 
(kingdom of God), vanua (native kingdom) and matanitu (state or government) to create a 
balance and foster social harmony.  
Figure 15: Linkages amongst the Lotu, Vanua and  Matanitu 
 
Any real understanding of Fijian society, from attitudes to economic development to values 
and actions, must include an understanding of these religious beliefs. Because spirits are 
MATANITU NI KALOU 
Religion 
VANUA 
Institution 
MATANITU 
State 
People 
MATAVUVALE 
Families 
               LOTU 
66 
 
invisible and have the power to cause good and bad, life and death, they are feared and 
respected. Apart from traditional belief in supernaturalism based on ancestral gods and other 
spirits has been incorporated in traditional supernatural beliefs and served and treated as such 
in relationships in the Christian spirit God (Ravuvu, 1992). 
 
Fijians also believe in the efficacy of prayers and that God will occasionally respond to 
prayers. The sick will be healed, and protected from evil spirits. The Christian God is now the 
super power over all other traditional cosmological gods (Ravuvu, 1987) and Christianity has 
taken various forms among the indigenous Fijian people.  
 
Natural disasters such as floods, hurricanes, droughts or famines are sometimes interpreted by 
the people as a direct consequence of the people’s failure to comply with the callings of the 
Lord and of their lack of commitment in church matters (Ravuvu, 1983).  
 
The supernatural as a social device is used by some Fijians as a means of manipulating power 
and other interpersonal relationships. Fijians still believe in the dangers of disturbing sacred 
sites and objects, and of defaulting in church matters. The supernatural is understood as a 
device for satisfying human aspirations, pervasive in healing practices and curses and as a 
means of explanation of unfortunate events such as accidents, illness, and natural disasters. 
Mental illness and hysterical phenomena are often believed to be associated with the power of 
ancestral gods or spirits (Ravuvu, 1992). The execution of appropriate customary ritual to 
ameliorate these effects is also important knowledge in traditional healing processes of 
illness.  
 
The newer Christian churches, which have their roots in American evangelical Christianity, 
have complemented the role of the Methodist Church in promoting an exclusionary approach 
which distinguishes between those within the fold and those outside. The church is a place 
where Christians go to make confessions and share their stress and dissatisfactions about life 
crisis. It is also the place where Christians go to seek physical healing and spiritual 
deliverance (Tuwere, 2009).This places a strong call on the churches to provide mediums to 
offer pastoral counselling for HIV positive, their partners and their families. 
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Fijian Women’s Identity 
Women did not control land but sometimes land was given to honour a woman. For example 
the eldest child of a chiefly family irrespective of gender was given land icurucuruni gone, by 
the maternal uncle to provide for her and her children. This dowry covicovi ni draudrau, 
lewenikete or lewenikato signifies positions, social status, and locality of the land (Durutalo, 
1997). The transaction of land was symbolic of her father’s valuation of the new bride and 
was given with an understanding that the husband and his family should treat her with 
respect. Customary land rights of women relate to factors of seniority, marital status, sibling 
position, social status, and share of the land (Bolabola, 1996).  
 
A Fijian speaks of his land as na qau vanua,  
“not only my land, but the land to which I belong, of which I am an 
integral part, the land which is part of me and feeds me”  
(Lasaqa, 1984:17). 
 
There are marked variations in land ownership for women from the two selected tribes. 
Women from Tribe R are given land known as lewenikato during marriage both for planting 
and to settle however, women from Tribe V can only access for settling when their husband 
dies. 
 
The men are the land. Fijians generally belong to their fathers group and trace their descents 
through the male line. A Fijian child is normally registered at birth as a member of his 
father’s mataqali and this entitles him to all rights and privileges including land rights. This 
feeling of belonging to the father’s group emphasise the importance of the male. A girl will 
marry out of her mataqali to serve that of her husband’s. The land is Fijian identity and 
women are second class in respect to land ownership (Nayacakalou, 1978). However, 
informants confirmed that, “by their birth rights women are also traditional owners of their 
communal land and that allows them access to lease on their family land” (Akesa 15th 
January, 2009). 
 
A woman who produces several male children for the husband’s group is usually full of self -
confidence and security. She can boast openly of giving life and prosperity to the mataqali 
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into which she is married. On the other hand, a woman who produces no male child or worse 
still produce no children at all, is usually quietly ashamed of herself, and suffers a feeling of 
insecurity because she has not fulfilled her responsibility (Ravuvu, 1987;Bolabola, 1986). 
 
A women is only valued for her virginity (see earlier discussions on Fijian marriages), her 
fertility and importantly her ability to produce sons. The above statements are true in 
traditional Fijian society but through modernity married couples are encouraged to adopt 
from immediate siblings if they no children or sons. This is done through closely monitored 
protocols to avoid future frictions especially amongst chiefly households. 
 
Women’s roles are deemed inferior to men’s. Women’s roles are related to domestic chores 
including child rearing, cooking, fishing, collection of food, water, firewood, medicinal herbs. 
In summary, the status of women was inferior to that of men and confirmed by their 
secondary roles, marginal participation, or exclusion from ceremonies, rituals, and decision 
making (Ravuvu, 1987). During my study interviews, two informants shared that this remains 
so in more traditional families from the study tribes. However, in cases where both husband 
and wife work, the chores are shared equally between the two in mutual understanding” (Bale 
and Asenaca, 22nd November, 2008). 
 
One important woman’s role is the preparation of Fijian medicine. Due to the feminine nature 
of the caring role, Fijian women are expected to be repositories of knowledge of medicinal 
herbs and have the capacity to identify the plants and prepare for medicinal uses. However, 
when it comes to traditional healing therapies, women are only repositories of knowledge but 
men own the knowledge as owners of the land. There is the belief that indigenous knowledge 
is family owned and knowledge is automatically transferred through the generations. For 
example, in Fiji, there is special tribe that is known for firewalking skills and because of that 
gift, their people can walk over hot stones and never get burned. Anyone that has a burn can 
automatically be healed by the traditional healers soothing hands massaging for at least four 
nights. Even children born of women of that tribe can perform such healing (Ravuvu, 1992). 
This is the identity that is only transferred from generations of this particular tribe. Tribe V 
and Tribe R have identified healers with special gifts but there is none specific to the 
particular tribe. Most of the healers are generalist in their healing types and skills. 
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Women’s lower status is visible in their seating positions at ceremonies and meals. In village 
meetings, women are seated at the bottom end of village hall. During meals, women are 
expected to serve the men and elders first. However, noble women have the privilege of 
sitting at the upper end of the village meeting place. This can also include other women of 
status. Other women of status relate to the church minister’s wife, government workers or 
wives of senior civil servants have symbol of status because of the roles to the lotu and 
matanitu. A woman’s status depended primarily on that of her father and she was expected to 
marry her social equal or social superior (Bolabola, 1986). While this type of marriage is 
highly valued in the traditional Fijian society, the fieldwork interviews revealed that most of 
the marriages from the study sites begin with an elopement and so modernity has influenced 
the sites on which I studied. 
 
Fijians have certain beliefs about pregnancy. For example: an owl flying over and about a 
house and crying in the early hours of the evening is considered a positive sign that someone 
in that particular house is pregnant. A nursing mother with an infant that is weak and sickly is 
interpreted as being secretly pregnant and preparing their meals. The births of “ulumatua” 
(first borns); are usually celebrated for four to ten nights. Villagers are expected to take food 
and gifts to the family house to celebrate the birth (Ravuvu, 1983). A feast is prepared by the 
paternal family as a token of appreciation and an honoring of the maternal group and their 
ancestral gods that the woman has proved fertile and not barren. The falling of the umbilical 
cord is also a marked occasion. The child needs to be shown to the mother’s family to 
connect him or her to her maternal relatives and this can be done at any age marked by a 
ceremony. The ceremony expresses the deep appreciation of the father’s group for the fact 
that the woman has been provided to their family to bear their kawa (progeny). It also 
cements the relationship between the groups, providing the woman with an opportunity to 
return to her people and demonstrate her worth (Ravuvu, 1987). 
 
Implications and Challenges of Development 
Brison and Karen (2003) argue that urban Fijians define their development in terms of 
increased flow of capital, commodities, ideologies and images. Modern and traditional are not 
opposites but creatively been redefined as having much in common. The existence of modern 
institutions with modern technology, as promoters of economic growth is regarded generally 
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as an integral aspect of the process of modernisation but viewed with mixed feelings as it 
involves dependency on outsiders (Dabea, 2001). Every study of income levels and poverty in 
Fiji in recent years has shown that among Fijian and Indo-Fijian households, each group has a 
roughly comparable percentage living in poverty (Barr, 1990). 
 
The creation of more sustainable, secure employment opportunities with better wages is the 
long term mechanism for moving people out of poverty. However, at current levels of 
economic growth, there are restricted job opportunities and inadequate support for the poor to 
enable them to take greater advantage of existing opportunities. Rural and urban drift 
exacerbates the prevailing poverty across the whole Fijian population problems of poorly 
serviced squatter settlements, particularly in peri-urban area (Barr, 1990). 
 
One of the major challenges in the analysis of the nature of poverty in Fiji has been the lack 
of appropriate, comprehensive and timely data and analysis on which to assess the actual 
level of poverty, the nature of the problem, and the sound policy measures required to tackle 
it (The Government of Fiji, 2006).A central challenge to be addressed is the weakening of the 
traditional support system, resulting in more Fijian seeking welfare assistance, particularly the 
elderly. The high costs of living resulting from modernization has changed traditional 
family’s attitude from those of the customary extended family to the nuclear family. 
Therefore the custom of caring for the elderly and the sick is increasingly seen as an 
economic burden.  
 
Conclusion 
Based on the Lamane theme in context, the Indigenous Fijian journey has been influenced by 
factors such as colonisation, Christianity, politics and development. They have shaped the 
lived experiences of the Indigenous Fijian women from the two selected tribes in one way or 
another. These lived experiences include factors that can make them more vulnerable to HIV 
and differently abled to access services, prevention and information. The central role of 
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incorporating culture into approaches and understanding has been identified in this chapter 
due to its centrality of identity and life in Fiji. Deeper exploration of these issues and HIV is a 
major focus of the thesis and the following chapters.  
 
Fiji’s history and the emergence of Christianity has led to a number of discourses of ethnicity, 
gender, religious and political dilemmas.Colonization by the British Empire introduced the 
European, White man  or palagi way of life. Both the transformed structures and the new way 
of life influence the way Fijians live and interact with each other.  
 
The European contact introduced structures that enhanced the power roles of the traditional 
chiefs (France, 1969). It is widely obvious that the ethnic struggle for supremacy, race 
relations between the Indigenous Fijians and Indo- Fijians, the politics of policies and laws 
and gender discrimination, created more bases for inequality (Lal, 2000). These are further 
aggravated by other social and economic consequences. The social and repeated political 
upheaval led to the collapse of traditional societies and further exacerbated the condition of 
the people. Other research has also confirmed that the communalistic ways of land ownership, 
culture and behaviours very much limited Indigenous Fijian participation in economic 
development initiatives and opportunities (Narayan, 1984).However, it is important to 
understand that the Fijian link to the land and clan affects healing practices. 
 
The most obvious sign of unequal distribution of wealth were the imbalances within family 
relations which include forced marriages under customary laws, male ownership and control 
over family resources and men’s paramount role in decision making on matters affecting the 
family. These inequalities also affect access to financial resources, women’s ability to make 
decisions of where to seek and when to seek choices of care, sexual desires and lives, tabu 
talk about sex. 
 
Christianity imposed an additional code of morality that brought with it new practices, 
modern life styles, and new sets of behaviour and approach to health and illness. It is obvious 
that religion can act both as a positive agent of social control and a catalyst for positive 
behaviour change.  
 
Fijian identity is signified by the existence of the hierarchical iTaukei social structure 
accompanied by traditional cultural practices. Identity and status determines women’s status 
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in society and women’s placement in the traditional Fijian society varies across provinces and 
districts in Fiji (Nayacakalou, 1978; Durutalo, 1997). Fijian women’s social roles as carers in 
traditional societies can delay response to seek medical care. 
 
The cultural activities represent the social manifestations of spiritual and cultural unity. The 
interplay between tradition and modernity plays a significant role in modern day Fiji. As a 
result of these interplay new forms of power relations have been created that cemented the 
status of the chiefs in the Fijian society. Fijian identity is shaped by cultural processes related 
to births, deaths, and marriages.  
 
Further, Fijian women’s identity is valued only where puberty, virginity, births and marriages 
are celebrated as part of the cultural practice making Fijian women’s sexuality communally 
owned by the family and society. The practices of puberty is celebrated during the girls first 
menstruation period and like virginity also become a form of social control over Fijian 
women’s lives. 
 
Fijian land is communally owned and every member of the clan has the right to its usage. 
Indigenous women can also enjoy the privilege to use family land. However, what emerge is 
that several indigenous women identities have been forged by the traditional structures of the 
Fijian society. 
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CHAPTER 4 Methodology 
Kelikeli Matua, Ai Saluwaki ni Bula is a Fijian proverbial saying meaning ‘dig deeper and 
search beyond your limits as it is part of life’. 
_____________________________________________________________ 
 
 
Introduction  
 
The discussions in chapters 2 and 3 demonstrated that the HIV and AIDS epidemic is present 
in Fiji and with severe consequences for the people infected, for their partners, their families 
and communities. In particularly, women are more vulnerable to the infection (MoH, 
2012).Recent research in Fiji confirm that HIV and AIDS are not only a clinical or biological 
condition but also a social and cultural phenomenon that links to complex human behaviours 
including sexual behaviour (Pacific Islands AIDS Foundation, 2011; Macmillan K, 
2011;Labbe F, 2011; UNDP, 2012).As HIV and AIDS are STIs, they are considered tabu 
because of their linked to sex. Sexual relationships and sex are very sensitive topics in the 
traditional culture and therefore tabu to openly express in Fijian settings. A culturally 
sensitive research method is required for this study and an ethnographic framework will best 
address this. 
 
This thesis is important as it investigates the Indigenous Fijian women, perceptions of and 
responses to HIV and AIDS. This study is unique by focussing specifically on two selected 
Fijian tribes in rural Fiji. Earlier research on HIV and AIDS in Fiji targeted on other social 
groups or aspects such as men having sex with men, risky business, prostitution, lived 
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experiences of PLWHA (Labbe, 2011; Macmillan, 2011; Kaitani, 2003).This study helps fill 
this gap in the research evidence by examining on Indigenous Fijian women.  
 
Aims and Objectives 
The aim of this thesis is identify factors that contribute to increased vulnerability of 
Indigenous Fijian women to HIV and AIDS.  
 
There are five objectives to this thesis as briefly outlined in chapter 1: 
1) Comprehensively review the current data; published and grey literature on Indigenous 
Fijian women, sexuality, STI, HIV and AIDS in Fiji. 
2) Conduct an in-depth ethnographic study guided by a grounded theory approach in two 
selected tribes to establish baseline data on indigenous women’s perspectives and 
responses to HIV and AIDS. 
3) Ascertain existing socio-cultural perceptions, values, beliefs, myths and traditional 
cultural practices, relating to HIV and AIDS amongst Indigenous Fijian female groups. 
4) Analyse the present strengths and weaknesses on HIV prevention activities from an 
Indigenous Fijian women perspective. 
5) Analyse potential gaps and make recommended actions for change. 
 
Discussions and literature reviews in the previous chapters highlight the need to conduct a 
comprehensive qualitative study of the understanding of the traditional Fijian culture and 
HIV. Among the common qualitative methodologies including phenomenology, hermeneutics 
discourse analysis, conceptual descriptions, ethno-methodology, thematic analysis and 
constructivism (Creswell, 2003), ethnography is best suit for this task as it aims to develop a 
rich description of a society or group of people and pay attention to how culture shape details 
of everyday life. The word ethnography comes from the Greek word ethnos meaning people 
and graphei meaning to write (Gergen,2003).Ethnography is originated in cultural 
anthropology (Atkinson P, 1992 and 2001; Denzin,1997; Fielding, 2001) and  is a research 
method or design where the researcher attempts to observe and understand the world from the 
viewpoint of the subjects (Creswell, 2003).  
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The core of ethnography is:  
“a strong focus on exploring the nature of a particular social 
phenomenon and analysis of data which involves explicit 
interpretations of the meanings and functions of human actions; 
descriptions and explanations of events take priority”  
 (Hammerley and Atkinson, 1995: 248). 
 
As a method ethnography refers to ways of studying, knowing and reporting about the world 
(Atkinson, 2001), with an emphasis on learnings about context and content, meaning and 
action, structures and actors. As this chapter will explain, an ethnographic framework is the 
best match to collect data and investigate this topic. 
 
Ethnographic Framework and Field Work 
Arrangement 
During my extended field work, I lived and commute between the two selected tribes in rural 
Fiji. I also actively participated in their village meetings which were scheduled every Monday 
mornings for Tribe R and alternate Monday evenings for Tribe V. I engaged in a number of 
group talanoa sessions around kava bowls which is a traditional Fijian drink. Talanoa is an 
activity of sharing stories amongst family members, kinship members or a group of 
individuals in a shared context (Gatty, 2009). Because of cultural tabu that exist amongst 
sisters in law and brother in laws; mother in laws and son in law, father in law and daughters 
in law for most of the tribes in Fiji, I used this talanoa event to engaging informant’s 
discussions. With kava sessions, people are usually very active and cooperative in sharing 
information. Within the talanoa framework, small jokes are usually drawn into the discussion 
creating platforms for openness. In addition in a communal or public domain, talanoa 
promotes a playful gesture breaking communication barrier amongst cross cousins and other 
traditional kinship links that are a tabu. The kava setting helped to facilitate discussions on 
STIs and HIV and AIDS issues, which are often not openly shared due to the tabu 
connotation tagged to the matter. 
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As an insider to the Fijian culture, I observed that there was special sitting arrangement in the 
community hall. The chiefs were seated at the top center with his herald, spokesperson known 
as matanivanua on the side. The warriors, bati, because of their traditional roles are seated 
guarding the doorways to protect the chief. The sons of chiefly households are placed beside 
the kava bowls to be cup bearers and the knights-man known as sauturaga, are those 
responsible for pounding and mixing of kava (Asenaca,12th Dec, 2008) also confirmed this 
observation).Part of my other observations for both tribes, was that the placement of women 
was at the lower  part of the hall. I noticed that although women’s views were heard during 
the kava sessions, the men’s opinion and values dominated the scene. But the significant 
difference observed that the women of Tribe V were much more outspoken and vocal. 
 
A bundle of kava was presented to the village elders of the two tribes as the protocol of 
entering a Fijian village called, ‘isevusevu’ 12and also presented before leaving the village site 
called, itatau13
 
(Ravuvu, 1987; Durutalo, 1986). Failing to do so is considered an act of 
disrespect in a traditional Fijian society (Ravuvu, 1997). 
I also attended their social functions such as women’s church services, birthdays, weddings 
and village deaths and my involvement established a trusting relationship and the informants 
were able to confide with me freely. I gained an invaluable perspective participating and 
watching. However, as an insider, I was obliged to attend to these functions and had to 
prioritise my time between fieldwork activities, transcribing notes, concept analysis and 
organising logistics for the next day. 
 
Another thing I observed was that informants felt secure to express themselves in numbers 
rather than individual. Also my role as an insider allowed me to understand this is an 
important approach to collect data and I organised 2 participatory workshops at the study 
sites. Informants were put to focus groups discussions and this is how I learnt about their 
viewpoints and perspectives. Participants were asked to tabulate their findings on paper sheets 
which I collected for analysis of new emerging concepts. 
 
                                               
isevusevu – presentation of kava to request entry into any Fijian house, village or traditional function. It is 
considered culturally inappropriate to enter a village or family house without kava. 
13 itatau is the presentation of kava roots or whales tooth to request permission to leave the village site. 
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To complement the use of an ethnographic framework, I also follow the principles of 
grounded theory approach in my data analysis as they provide a naturalistic, bottom up 
approach that allowed concepts and ideas to emerge from the data (Charmaz, 2000). 
 
Data Collection and Analysis via a Grounded 
Theory Approach 
Grounded theory is any form of sociological theory that is built up gradually from the careful 
naturalistic observation of selected phenomena (Charmaz 2000). The approach to grounded 
theory builds upon a mutual creation of knowledge by researchers and research participants, 
and aims to provide interpretive understanding of the studied world (Charmaz, 2000). It 
consists of flexible strategies for collecting data and method of analysing that can help 
ethnographers to conduct efficient field work and create astute analysis (Glasser and Strauss, 
1967). 
 
In my study an insider point of view is adopted (Spradley, 1979) to gain an understanding of 
the women’s perceptions and responses to STIs, HIV and AIDS because the researcher need 
to understand the meanings they attach to those experiences as they themselves see them.  
Following approval by the universities and the Fiji National Research and Ethics committee, 
field work started in October 2008 until April 2009; a timeline of 6 months. Sample size was 
not predetermined and interviewing continued until saturation point occurred that is no new 
data regarding a category and categories are well developed (Strauss, 1987; Rice, 1999). 36 
women; (18 women from each of the two selected tribes) were interviewed and the interviews 
were tape recorded and transcribed. The interview questions covered their general knowledge 
about HIV and AIDS, level of awareness, opinion and values about traditional culture, role of 
religion, access to health services, the women’s perspectives about gender norms and 
relationships in a communal Fijian culture, traditional values, beliefs, and practices and 
coping mechanisms. The interview was aimed at eliciting the informant’s stories in their own 
words and from the perspectives of the meanings they attach to their understanding of HIV 
and AIDS.  
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Other data collection techniques used in this study included direct observations, field work 
and two participatory workshops in local settings. Detailed accounts of these arrangements 
will be elaborated later in the chapter. I also conducted archival research of historical records, 
review of Fijian HIV and AIDS documents and reports, and gap analysis of the current 
services and programs on STIs, HIV and AIDS in Fiji (Table 3).          
Table 3: Match of Data Collection Techniques to Objectives of Study 
 Objectives of study  Methods used 
Comprehensively review the current data; 
published and grey literature on Indigenous 
Fijian women, sexuality, STI, HIV and 
AIDS in Fiji 
Literature reviews; Archival search. 
Conduct an in-depth ethnographic study 
using a grounded theory approach in two 
selected tribes to establish baseline data on 
indigenous women’s perspectives and 
responses to HIV and AIDS. 
Key Informant Interviews(KII), 
Focus Groups Discussions (FGD) using the 
traditional ‘talanoa’ approach, Field Notes, 
Charting Time lines and Daily Routine 
Activities. 
Ascertain existing socio-cultural 
perceptions, values, beliefs, myths and 
traditional cultural practices, relating to HIV 
and AIDS amongst Indigenous Fijian 
female groups. 
Interviews, FGD, Literature review 
Analyse the present strengths and 
weaknesses on HIV prevention activities 
from an Indigenous Fijian women 
perspective. 
Archival Search,  
Literature Reviews, Gap analysis, FGD 
Analyse potential gaps and make 
recommended actions for change. 
Discussions of results, identifying potential 
gaps and recommendations 
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Data were analysed from the transcribed tape recordings. I conducted my data analysis during 
the nights. I kept looking for emerging themes and the findings were fit back and helped 
shape the interview questions in the next day.  
 
Open coding was used to reduce the data into concepts and develop categories. The units of 
analysis words, phrases, sentences and concepts of the two study tribes were compared for 
similarities and differences especially regarding their dialect, and cultural practices. 
 
Data were broken down interpreted and given conceptual labels which further unearthed 
issues reflecting access to health services, the role of religion, the social construction of 
health and illness in the Fijian context. The concepts were related by means of statement of 
relations and a conceptual scheme developed. Significant meanings and statement of these 
units were than coded and categorized into groups such as in the causes of illness related to 
breeching of norms and causing illness like diabetes, asthma, mental illness and HIV. 
Unresolved land conflicts can be having a physical manifestation leading to illness such as 
matenivanua. 
 
Data collection and analysis were conducted simultaneously and the emerging conceptual 
framework was compared to and revised accordingly with new data coming in. This is what 
Strauss & Corbin (1990) called the constant comparative method. Concurrent to these 
analytic processes is reference to the literature theoretical sensitivity (Glaser and Strauss, 
1967) all of which facilitate the development of a theory that accounts for much of a relevant 
behaviour. Data analysis generated new concepts and themes that were important knowledge 
for Fiji’s HIV and AIDS programs. For example the issues how some cultural practices in the 
traditional Fijian culture of arranged marriage was exposing the Indigenous Fijian women to 
greater vulnerabilities and risks. Audit trials were kept for each of the interviews to 
demonstrate how categories were formed and evolved. 
 
Research Site and Participants 
Noting the increased number of Indigenous women being infected with HIV triggered my 
interest to conduct a research higher degree study on Indigenous women. The selection of the 
two tribes was guided by risk and vulnerability factors identified in Fiji such as proximity to 
80 
 
city life, alcohol and drug consumptions, prostitution and gay relationships, unemployment 
and poverty levels (Pacific Islands AIDS Foundation, 2011; Labbe, 2011; Kaitani, 2003). 
Another reason for selection of the two tribes is the easy access to conduct fieldwork 
considering the monetary implications of travel logistics to the islands. I observed a richness 
of cultural experiences conducting fieldwork encountering the wealth of indigenous wisdom 
in a raw tribal culture.  
 
None of the earlier studies in Fiji (Rokoduru, 2012; Labbe, 2011; Tuiketei, 2004; Rarabici, 
2000) have focussed in-depth on Fijian culture, indigenous women and HIV and AIDS.I 
encompass this as the gap that my thesis could address. 
 
Descriptions of Tribe V and Tribe R 
For confidentiality and anonymity reasons, specific details of the field sites are not reported 
here. The descriptions below provide only the   information that is essential for understanding 
the context of the study. Tribe V is an urban tribe and Tribe R is a rural tribe each with 
around 2,500 populations. This information was collated as part of the area nurse records. 
According to the community health guidelines in Fiji, an urban tribe is classified as of close 
proximity to the city and a rural tribe is defined as from the outskirts. A remote tribe are those 
of the islands and highlands (Interview District Nurse, October 11th, 2008). 
 
In terms of infrastructure development, both the sites have access to amenities such as water 
supply, electricity, television and telephones and easy access to night clubs and public bars. 
Although we could identify this as linking to vulnerabilities and risk of infection, there is no 
evidence to support this assumption. 
 
The greatest advantage in this field work is my ability to understand and speak the national 
language and the tribal dialects of the two selected tribes. Differences between the vanua of 
the two study tribes manifest themselves in their language, customs, history, experiences, 
locations and traditions with slight variations, though all are generically and inherently Fijian. 
However, there are observed marked differences in cultural practices of births, marriages and 
deaths. For example during the time of field work, I observed that in Tribe R, births are 
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celebrated with vakacoa, a special feast that are presented to the woman’s family on the 
fourth night after delivery. Their marriages mostly begin with an elopement followed by 
feasting and idole ni yalewa (traditional exchanges of mats and other cultural artefact). 
During tribal death, the mother’s family called kovana are accorded mats, whales tooth, and 
special food preparation magiti to reciprocate their role as mothers. Two big whales tooth 
icegu and kali ni sucu are presented to symbolise their last breath and weaning to go to the 
next world. 
 
There was no significant event from Tribe V during my term but stories from the village 
elders about celebration of births to 10 nights for noble families and 4 nights for commoners. 
In addition, marriages are often arranged as a strategic union with other tribes especially for 
noble families. Mourning for deaths takes about 100 nights. Each of the occasion marks 
feasting and exchange of material artefact (Akanisi, 22nd January, 2009). 
 
Participants of the Study 
A total of 36 indigenous Fijian women from two tribes were invited to participate in the 
study: 18 from the “V” tribe and 18 from the “R” tribe. Participant’s age ranges from 16 to 73 
years and each was chosen based on their willingness to participate and social status to 
represent the following: 1) aristocratic women or noble women of status; 2) educated women 
with jobs; 3) women holding church positions; 4) representatives of women’s councils; 5) 
young women from 16 to 20 years. The identified categories were used to direct the study and 
to ensure that the women’s voices from the two tribes were widely represented and heard. 
However, the sample size was determined during the interview process when it reached the 
saturation point. According to grounded theory saturation means the researcher’s categories 
are filled with data and no significant new information or ideas emerge with additional data 
variation (Charmaz, 2000). Although this research may be limited due to the small sample 
size, having 36 informants is within an appropriate sample size range for ethnography 
(Maxwell, 2005). What is important in this approach is the richness of the data gained from 
the research.  
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I formally entered the communities in October, 2008 after formal approval from the National 
Health Research Committee; Ministry of Indigenous Affairs, the provincial offices of the 
location, the village headman, and the village chief. 
 
In order to complement the data from the women and gain other important gendered cultural 
insights, indigenous men were also invited to participate in the two organised workshops. 
Having male respondents was not really necessary as this study proposed to look at 
Indigenous Fijian women’s perception and responses; however their contributions, views and 
insights provided valuable information about the cultural and traditional coping mechanisms 
for health and illness in the Indigenous Fijian society. The respondents and their respective 
tribes and physical locations identifies with pseudonyms throughout the thesis in order to 
protect their identity and maintain privacy. They provided insights to their knowledge of 
history, colonial development, folktales, and the transition from traditional to modern 
societies, and general perceptions about HIV. 
 
The three professionals interviewed were two teachers and one nurse, of whom one teacher 
and the nurse had retired. The majority of the respondents were in employment. Those seven 
on domestic duties were also participating in home based small businesses. All   respondents 
were literate and have completed some level of education (Table 4). They could understand 
and speak English fluently. 
 
Table 4: Education level 
Grade No 
Primary school level only 5 
Missionary education14 3  
Form 3 - 6 18 
Higher Education15 10  
Total 36 
 
                                               
14Missionary education- taught by missionaries, did not go through any formal education 
15Higher education, are those that have gone through tertiary, poly-technical or university level of education. 
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Data Collection Techniques and Arrangement  
Interview 
The aims of the interviews was to either gather factual information from the respondents 
where appropriate and to obtain a thorough understanding of the Indigenous women’s 
perceptions of and responses to HIV and AIDS. The focus of the latter interview was on 
knowledge and feelings, opinions and values, experiences and behaviour, myths, traditional 
coping mechanisms and symbolic meanings. As an insider who has worked at the community 
health centre, I am aware that topics that relate to sex and sexual behaviour are very sensitive 
and considered a cultural tabu. I organised with the informants an appropriate time and place 
to conduct the interview to protect the women’s privacy. Most of the informants preferred to 
have this discussion in their homes. 
 
Interview a core technique used in this research and was conducted separately in the two 
identified locations and I used both formal and informal interviews. Formal interviews were 
conducted with the interviewer and the moderator taping responses and an interview sheet to 
guide the questions. Informal interviews were conducted through talanoa sessions around the 
kava bowl. The informal interviews would take 2- 3 hours but flow of discussions generated a 
lot of rich and valuable data. 
 
Of the 36 participants, 20 were interviewed only once while the rest were interviewed two 
times. The “kava” session had not been envisaged in the original proposal but was necessary 
in order to confirm the information provided and necessary for rapport building to be 
established. The repeat interviews with these 16 people were also highly beneficial to the 
researcher for they made it possible to follow up on their perceptions and responses and to 
carry out deeper investigation. For example fear of the unknown that they may be victimised 
for openly sharing their views. 
 
Follow up interviews for the 16 respondents were conducted one week after the first 
interview to seek clarification of points and to ensure that no adverse emotional effects had 
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occurred. However, traditional healers and other elderly women’s interviews were repeated 
during the third phase of the study interview. Some have requested their timing but most were 
just busy with other village activities and domestic chores.  
 
The interviews were recorded on tape recorders. Notes were also written on the interview 
sheet. I had trained the research assistants to assist as moderators to facilitate the interview 
process. Each of the research assistants was paid $50 Fijian dollars for their involvement. I 
took the role of the main interviewer and also took notes. The younger informants more easily 
related to the research assistants who were from within their peer groups. Each informant was 
given a thank you letter to commend them for their willingness to participate in my research. 
 
Two Research Assistants (RAs) were selected from a group of final year environmental 
health students from the Fiji School of Medicine. The RA’s were selected based on their 
knowledge about research methods and past experiences in research. They were intensively 
trained during a one week workshop in interview techniques such as probing, framing, 
summarising and checking to guide participants through the range of topics. The Research 
Assistants were responsible for tape recording the interview. Participants were given an 
information sheet (Annex1) prior to the interview which explained that their participation in 
this study was voluntary and that they could withdraw from the study at any time. Participants 
were also asked to sign a consent form (Annex 2) and verbal consent was also recorded with 
the participant’s approvals. There was no concern raised by any of the informants.  
 
Participants were informed that their refusal to answer any particular question and their desire 
to put an end to the interview would not adversely affect them. Taped responses were 
replayed and transcribed, coded and arranged in categories of emerging themes for analysis. 
 
Once the interview began, we found that most of the women were eager to tell us stories 
about their own assumptions about HIV and other STIs. Women usually start with expressing 
first their hopes and fears for the future. As the interview progressed, the interviewer used 
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probes to clarify issues, to obtain more detailed information on particular topic they have 
raised, or to introduce a topic found in earlier interviews to be salient to women’s perceptions 
to HIV and AIDS but which had not yet been raised in this specific interview (Charmaz, 
2000). The formal interviews varied in length from 50 minutes to 90 minutes.  
 
Focus Group Discussions (FGD) 
The purpose of the focus group discussions was to generate issues in wide opinion. The 
primary strength of a focus group is the synergistic influence of the group setting which may 
result in the elicitation of data or ideas not obtained in individual interviews (Creswell, 2000). 
In addition, focus groups can provide insights into community norms by the assessment of 
consensus within a group on a topic or view point. Focus group discussions are particularly 
suitable for exploration of life in the commune, traditional gender roles, perceptions on types 
of relationships, attitudes and perceptions to STI, HIV and AIDS. There were 2 group 
meetings and three focus groups organised at each location. Each focus group had between 6 
and 8 participants and lasted for about 1-1 ½ hours. 
 
The focus group approach was conducted in the evenings around the kava sessions and was 
also used to validate interview responses. The informants were divided into working groups 
such as elderly women, middle aged mature women and youth’s groups. They were given 
topics around sexual health issues and HIV and were encouraged to share their perspectives. 
Written records of discussions were collected for further analysis of concepts and meanings. 
 
Participatory Workshop 
This is where the men were also invited to participate in the open discussions. Their 
viewpoints and perspectives were gratefully acknowledged. According to Deploy E (1998), a 
participatory workshop is encouraged in ethnographic project because of the element of 
empowerment for informants in sharing their views and perspectives. Women representatives 
from the tribes were invited to participate in this workshop after the completion of the process 
of interviews and FGD.  
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The aims of the workshop were to break barriers and promote active participation through the 
use of a combination of other tools such as transect survey, daily routines charts and time 
lines matrices. The focus of this workshop was to stimulate participatory involvement thus 
generating a free flow of discussions (Asian Productivity Organisation, 2002),the approach 
targeted the everyday world of women, work with methods appropriate for understanding the 
very lives and situations of women and how investing how these can pose risk and 
vulnerabilities of Indigenous Fijian women to HIV and AIDS. 
 
Transect survey 
This is a tour of limited discovery moving around the locality with the informants (Asian 
Productivity Organisation, 2002). During the workshop, informants took a tour around their 
land boundaries and were advised to document inventory of resources: natural, social, 
financial, and physical capital. The activity highlighted situations of women in traditional 
Fijian settings, their food gardens, forest pharmacy, their fishing grounds, and their firewood 
area around the locality.  
 
Daily Routine 
Part of the workshop activity is the charting of their commitment and time of rest in their 
weekly, monthly living activities and commitments. Daily routine was observed and noted as 
a way of assessing the woman’s group’s social, cultural and economic engagement in their 
commune.  
 
All reports from the workshop activities were collected for analysis of new concepts or 
emerging themes. Observing through transect survey and daily routines presented a better 
analysis of the women’s informants commitment with social commitments and everyday life. 
 
Observations 
The aim of observation was to focus on the natural settings, behaviours and interactions of the 
two tribes. I participated in their tribal activities during field work while also maintaining the 
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stance of an observer, someone who can describes the experience with a measure of what we 
might call participant observation. The concept of participant observation is that the 
researcher has participated in experiences and activities of those he or she observes (Bulmer 
H, 1969; Atkinson and Hammersley 1992).  
 
Participant observation:  
“involves subjecting yourself, your own body and your own 
personality, and your own situation, to the set of contingencies that 
play upon a set of individuals, so that you can physically and 
ecologically penetrate their circle of response to their social situation 
that, or their work situation, or their ethnic situation”(Mason , 2005:pp 
84-102). 
 
Detached observation implies that the researcher is conducting an observation and people are 
aware that is part of the research survey however with detached observation, the researcher is 
conducting an undercover type of observation, representing the dual role of the ethnographer 
(Atkinson, 1992).Participant observation allows the researcher to develop an insider view of 
the setting and activities of daily life (Mason J, 2005). To achieve this, ethnographers 
immerse themselves in the culture. The richness of insights into HIV and AIDS as a social 
and cultural phenomenon gained through participant observation has already been 
demonstrated in ethnographic work (Whittaker M, 1999; Jenna way M, 1996). Observations 
are one of the primary sources of ethnographic data. Key areas of observation were: 1) the 
setting; 2) what kinds of behaviour are promoted or considered a taboo; 3) the participants 
and their roles; 4) activities and interactions of the participants. 
 
During my field work, I observed the classes that exist amongst the informants where the 
noble women were much more dominant than local women. Also observed the roles of 
women in the traditional context are more complex than said. I also observed the increased 
number of women now addicted to drinking kava which used to be a traditional drink only 
served in important functions. 
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Field Notes  
According to Maxwell (2005), field notes are accounts of describing experiences and 
observations made while participating in an intense and involved manner. These were kept 
and updated regularly. Field notes contain not only a passive account of the facts of an event, 
but also the active process of sense-making, of the ethnographer’s feelings and interpretations 
of what they see and experience during the participant observation (Silverman D,2004). Field 
notes are recorded as soon as the opportunity arises immediately after the observation takes 
place. Example was attending a wedding ceremony and enjoyed the feasting and dancing 
activities but it delayed the start work for the next day. I have a diary giving a daily account 
of activities encountered during field work and also providing interpretations of what I saw 
and experienced in the local settings. The field notes were used as a means of conveying the 
context of observations.  
 
Approaches to Data Analysis 
All data were transcribed verbatim. Coding of the data was undertaken by the interviewer. 
Informants pseudonym were used to protect confidentiality and were identified by codes such as 
R1 – R18 and V1-V18.Initially, the data were categorised according to the concepts: level of 
awareness, perceptions, experiences, opinion and values, responses and traditional coping 
mechanisms.  
 
Later, the analysis involved the recognition of categories emerging from the data, their patterns, 
meanings and relationships. For example tradition and modernity, role of Christianity, gender 
norms and gender relationships, beliefs about causes of illness, beliefs about prevention and 
management and Fijian women vulnerable.  
 
Data segments were reviewed within the context of the entire interview in order to develop 
meaningful codes. Examples of emergent categories included: perceptions of choice, disease 
and healing, communal disease, old disease with a new name, women sexuality communally 
owned. 
 
In addition, the interviewer read all the transcripts, retraced the analytic steps involved in 
thematic coding data segments and reviewed various versions of the analysis undertaken. 
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Data segments applicable to each code were compared with each other. Subsequently, data 
segments were compared with the properties of the codes that were generated from the initial 
data comparisons and these were teased out to form subcategories of the concepts and themes. 
Ongoing weekly debriefing were held throughout the data collection and analysis process 
(Glasser and Strauss, 1967). 
 
Quotes are from informants in my study and were selected because they were typical or 
illustrative of women’s perspectives and response to HIV and AIDS. 
 
Time Frame of the Study 
During the time of field work, I spend the mornings conducting interviews which ranged from 
2 – 3 per day. The whole day is spent on observations and involvement with community 
activities. The focus groups is usually conducted during the  afternoons and the evenings is 
spent on analysis of notes, interviews, transcribing tapes, checking  for saturation, rewording  
probes, develop concepts to explore or revisit and preparation of  focus for next day. 
 
At the participatory workshop, a range of data collection methods were used such as focus 
groups discussions, transect survey and daily routines and were useful to draw rich data to 
compliment both participatory and detached observations methods. 
 
Data analysis continued to a span of 6 months and I had to travel to Fiji to present feedback to 
the tribes in a feedback workshop. I used this opportunity to also validate the informant’s 
responses. After the feedback workshop, I spent another 3 months of deeper analysis 
incorporating additional themes that emerged from the workshop in Fiji. One of the gaps 
identified is to review health policies and link to the availability and accessibility of health 
services at the grass-root level. 
 
This study has four phases: 
Phase 1: The first phase commenced in 2007 and consisted of observational activities and 
collection of printed documents. I commenced with reviewing available literature relating to 
women HIV and AIDS at the global level, in Asia and the Pacific and in the Fiji situation. 
This assisted in identifying gaps and in the pursuit of emerging themes relating to women, 
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STI, and HIV/AIDS. The first phase allowed me to gain familiarity with the Ministry of 
Health, Ministry of Fijian Affairs, the two selected tribes, and the broader social, economic 
and political context relative to the settings. It also assisted in the design of research questions 
and other research tools and guided the approach to field work. 
 
I applied for ethical approval to undertake this study, first with the University of Queensland 
(UQ) and the Fiji National Research Ethics Committee (FNREC). UQ responded with an 
approval in June 2008 (Annex 3) and the Fiji Ministry of Health system gave email approval 
in September and formal communication in December, 2008. This delay in approval pushed 
back time lines for field work considerably. 
 
The research tools such as interview sheet, consent form and participant’s information sheet 
were developed and tested with a selected core group in Fiji, outside of the tribe. The findings 
led to the next phase. 
 
Phase 2: The second phase was field work and core data collection from October 2008 to 
April 2009. During the second phase, I resided at Tribe “R” and commuted to and from Tribe 
“V”.  
 
A participatory workshop employing, formal and informal interviews; focus groups’ 
discussions (FGD); and participant observation was organised at two central locations for 
each of the tribes (traditional Fijians live in tribes as discussed in chapter 3). The interview 
process continued until the saturation point was reached. The informants were basically 
repeating the same responses and nothing new emerged. This is where I decided to stop my 
interviews. My interviews focused on the subjects of indigenous women’s perceptions of and 
responses to HIV, knowledge and attitudes; experiences and behaviour, opinions and values, 
symbolic meanings and traditional coping mechanisms and the management of STI especially 
HIV and AIDS.  
 
Multiple data collection methods were employed in different stages and phases to ensure 
triangulation of methods. Examples are the use of interviews, followed by focus groups 
discussions and observation to validate responses. 
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Phase 3: The third phase in September 2009 was the feedback of the data and preliminary 
analysis to the communities, as a practice of reciprocity and formal exiting sought from the 
two research sites. During this third phase, I discussed my findings with the two tribes; for 
feedback and validation of results. I took the opportunity to conduct other interviews 
especially with traditional healers to clarify issues around traditional medicinal plants as 
mentioned in the first interview.  
 
The concerns raised by some of the healers around related to intellectual property rights and 
compensation of the traditional owners of knowledge. I was only allowed access to identify 
plants and their medicinal uses but not to the step by step recipe for preparation. This is 
important because informants have confirmed that indigenous Fijian would have taken some 
form of herbal medicine or therapy before visiting the medical doctor (Akanisi traditional 
healer, 22nd January, 2009). 
 
Phase 4: The fourth phase was conducted between May and July, 2012 focussing on policy 
and provider feedback. The focus of this phase was to explore whether the policies match the 
current services for STI, HIV and AIDS prevention and management activities in Fiji. I made 
an appointment to interview senior staff within the Ministry of Health and also observe 
facilities and accessibility to health services. 
 
Specific Methodological Issues  
This section examines some of the methodological issues I encountered during field work, 
such as gaining entry, maintaining reciprocity and exiting from the two sites. It also explores 
the challenges encountered as a researcher being an insider and outsider to the settings. 
 
Gaining Entry 
Previous studies have confirmed that ethnographic field work rarely commences as soon as 
the ethnographer moves into the area they have chosen as study site. To begin with, the 
ethnographer has to seek permission from the gate keepers (Fielding, 1993), such as 
government bodies, institutions, or community leaders, to conduct research. Obtaining a 
permit in most circumstances is just a matter of formality. However, in some cases, it can be 
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difficult or even impossible to gain access to the research site (Mason J, 2005). In this study, I 
sought approval from the National Health Research Committee of the Health Ministry in Fiji. 
As an Indigenous Fijian and a Fiji citizen, I did not need to seek a permit from the 
Department of Immigration. However for courtesy reasons, I wrote a formal letter to the 
Permanent Secretary for Fijian Affairs informing him of my field work and the need to study 
the two identified tribes in Fiji. The Ministry of Fijian Affairs is also the sponsor of my PhD 
study program. Through notification from the scholarship unit, the provincial offices 
concerned were informed about my field work dates. I also notified the two village headman 
and their tribal chiefs with kava as the cultural artefact used for entry. When I entered the two 
tribes, I sought the permission of the village headman who was also an influential gatekeeper 
to traditionally offer the isevusevu. I was taken to the village hall where I briefly introduced 
myself explaining the purpose of my visit, the objective of the study, the method of approach 
(especially the participatory workshop), the expected time frame, the selection of participants 
and ethical issues to be protected. I prepared a brief explanation of the purpose of my study 
which was circulated to the heads of clans and village committees. I also distributed this letter 
to all contacts such as the registered nurse at the village health centre, the provincial youth co-
ordinator, the youth leader and the women’s group president. On the first days, I attended the 
village bosevanua   which is a clan meeting that is usually conducted every Monday morning 
bat the village community hall. This is always led by the Village Headman. Representatives 
of all village committees get to present their updates at this forum. These included the 
representatives from Health, Church, School, Women’s, and Youth sub committees. 
 
It was to my advantage that I had a long term relationship with the two settings. Firstly, I 
worked as a community health nurse in the early 80s at the two medical centres that served 
the tribes. Secondly my family have kinship connections to the chiefly families of both tribes. 
That fast tracked my gaining entry. However, it was not as easy as I assumed in the initial 
research plan. I had to align myself with the double role that I was expected to undertake in 
trying to set boundaries between what is formal and informal in the Fijian setting. Many 
researchers (Chavez, 2008; Mason, 2005; Malone, 2003) have pointed out that gaining access 
to the community will not guarantee the success or smooth operation of the research. 
Maintaining good rapport with the community and informants is essential. Based on the 
above observations, I tried to adapt to the village time lines especially “Fiji time” which relate 
to the tomorrow, tomorrow and another tomorrow attitude. For example if the appointments 
for interview were at eight o’clock, it would essentially mean at ten o’clock. The same 
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applied to village meetings. It took a lot of patience to work with this timing especially when 
I was pressed for time as I was commuting between the two tribes. I tried at all times to 
maintain the professional standards of a researcher. This is difficult most times trying to wear 
two hats of both an insider and an outsider. The challenges were easier access and 
maintaining to protocols because of my insider position and trying to meet my research 
timelines. 
 
My earlier involvement with these two tribes generated my interest to conduct a scientific 
study in this particular location. I also gained access to community events such as marriages, 
births, deaths, church services and fundraising activities in the two research sites. I was trying 
to capture the community members’ attention so that they would view my actions as neutral 
and independent and to building a sense of trust that I had returned from Brisbane to live as 
one of them.  
 
The informants were very supportive in accepting to participate and committing to 
appointments and I noticed that my status in the tribes was of great value and an added bonus. 
I noticed that they were comfortable relating to and sharing with someone they knew. The 
older informants used jokes to lighten the atmosphere while the younger women informants 
were straight to the point. 
 
Feedback to the Community  
During phase 3 of this study, I travelled to the field sites to present preliminary findings of the 
analysis to the participants from the two tribes. My supervisor Maxine was in Fiji and 
travelled with me to Tribe R where she experienced some part of the traditional Fijian culture. 
I went with my research assistants to Tribe V. 
 
I presented feedback to both of the tribes on the informant’s responses. This led to further 
discussions that it was important to know this knowledge about HIV and AIDS. Their 
responses and additional comments were recorded and noted. I thanked each of the tribes for 
their time, active involvement and commitment.  
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The chiefs and headmen from the tribes received my presentation and gave their blessings. 
This is important because it symbolises their collective agreement to further this study 
further. The participants confirmed that the feedback data were true reflections of their 
responses.  
 
Maintaining Reciprocity 
Reciprocity is an act of goodwill in exchange for good deeds and this is usually in the form of 
cash or kindness (Ravuvu A, 1987). Being an Indigenous Fijian myself had afforded me ease 
of entry, however there were also disadvantages in the form of reciprocity. In my case, I 
received many requests from participants for support or services even when I was preparing 
to leave the field and this was an added burden and concern. This did not jeopardise our 
relationship and part of how I managed this is assisting in writing some project proposals for 
funding; this was additional to my field work analysis. Some of the information obtained 
from the two workshops was relevant to wider development prospects and these were given 
to the village headman for distribution to the relevant village development committee. I also 
used my former government and NGO networks to link the village initiatives and proposals 
for future undertakings. I provided village plans in a log frame matrix format for the 
community problems identified from the participatory workshop and suggested possible 
activities for intervention. This is more than HIV and my study but it position HIV as 
important issues in life.  
 
One of the recommendations made was the utilization of their village health worker clinics as 
distribution centres for family planning methods especially condoms. Another was to have the 
youth group be the community based activists for Reproductive Health Association, Fiji. 
While an ethically responsible act of reciprocation, this task created additional pressure and 
meant more time was required to complete the research. However, the proposals were 
successful in gaining funding for the “V” tribe village community hall via the Prime 
Minister’s Office funding and for the “R” tribe a footpath project through the National Health 
Promotion funding for community development. The assistance rendered reciprocated the 
tribes willingness to serve as my site for field work. 
The immediate reciprocal act was the paying of catering costs for each of the workshop sites, 
and the sum was paid directly to the village women’s club. I also provided links to relevant 
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non-governmental organisations that could provide technical assistance to the village 
women’s projects. 
 
Exiting  
Exiting is an act of leaving or departing from a place; village location or site (Ravuvu, 
1987).Exiting from the research site was a difficult and emotional task for me. I had to take 
kava and present the itatau which is a traditional Fijian protocol of exiting, to both 
communities. This is performed for two reasons: 1) to thank the community for their active 
participation and; 2) to seek clearance if by chance I have violated social norms of the 
commune. This is done because of the belief that illness derived from violation of social and 
cultural norms. I thanked everyone and their contributions and warmly acknowledged their 
contributions.  
 
Insider versus Outsider 
The "insider and outsider" issue has long been a debate in anthropology. In line with the 
positivist tradition, the outsider perspective was considered optimal for its “objective” and 
“accurate” account of the field, while insiders, who possessed deeper insights about the 
people, place, and events, were believed to hold a biased position that affected their ability to 
observe and interpret objectively. However, scholars (Chavez, 2008; Hodkinson, 2005) have 
argued that the outsider and insider distinction is a false dichotomy since outsiders and 
insiders have to contend with similar methodological issues, a researcher’s sense of self, and 
the situated knowledge she or he possesses as a result of her or his location in the social order.  
 
My insider profile that I grew up in one of the rural villages in Fiji and obtained higher 
education away from home. I lived and worked in remote health centres and was very 
knowledgeable on basic things about their community health, village surroundings and way 
of life. This proved challenging at times because some staff felt that I was testing their 
knowledge of tribal history. One asked for a copy of her interview tape, and when I played it 
back she was surprised at how thorough it showed her knowledge to be, as if she had passed 
that test.  
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Interpersonal tensions that result when a community member participates in research cannot 
be avoided completely. At times avoiding formal interviews with direct questions, I relied on 
informal interviews and observational data. Partly to make the point that I never felt "above" 
my job, I was always cheerful and volunteered to work with community members, 
demonstrating that I was still one of the group.  
 
In this study, I entered the field as both an Indigenous Fijian woman and an outsider as a 
doctoral student interested in learning from rural women about their lives, their health and 
their views. To them I was an insider, “daughter” and “wife with status” and that established 
a strong symbolic connection to the tribes.  
 
In my research, using reflective diary the deeply personal and often painful life histories that 
participants described about domestic violence, extra marital affairs, separation and child 
support maintenance mirrored many of my own life experiences. At times in the initial 
interviews, I found myself having difficulty focusing on the interview process and, more 
importantly on the responses and narratives of study respondents because of the distraction of 
my own self-reflections on similar events. 
 
As I continued my observations, the people knew I was there as a researcher. They knew I 
was not living as a member of their community at that time but coming in from Brisbane, 
Australia to conduct this study and return. However, there was a general understanding that I 
was conducting some form of study on Fijian women and HIV. I could still observe some 
element of a questioning attitude especially when I went from being a member of the crowd 
to the most educated member, this I see as humble transition. I sustained my access to the 
community by participating in their daily activities; sitting with them in the community hall 
or church and listening to their jokes, stories and their history. Every day, I took notes on my 
observations using all my senses. With the many advantages of being an insider; it was also 
important to bring to attention the few disadvantages about the studied group or culture 
(Table 5). 
98 
 
Table 5: Advantages and Complications of Insider and Outsider 
 Insider Outsider 
Advantages 
An equalized relationship between 
researcher and participant, 
expedience of access 
Detection of participants’ hidden 
behaviours 
and perceptions  
Detection of nonverbal gestures of 
example embarrassment and 
discomfort. 
Detection of informants’ actual 
behaviour versus their self. 
New to the setting 
There is some form of 
respect in the relationship 
More opportunities to 
learn new things 
Complications 
Over-dependence and over reliance 
on expectations to participate in 
community events & affairs  
Overload with exchange and 
reciprocity requests 
Breaking or maintaining 
relationships with participants when 
leaving the field 
Community interaction style 
compromises interview process or 
observations. 
Difficulty in discerning 
hidden behaviours 
High expectation to 
donate more in 
community activities 
High expectation to 
reciprocity and exiting 
  (Source: Chavez, 2008)  
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Despite the challenges faced, I enjoyed the approach of both an insider and outsider in my 
study. 
 
Reliability and Validity of Data  
The following measures were taken to ensure the reliability and validity of the data collected: 
saturation point, triangulation of data from different sources and feedback and validation of 
results by the study responses. Silverman(2000), described saturation point as: “for a 
particular phenomenon at a particular time new data appears to repeat and confirm previously 
collected data and no significant new information emerge with additional data”.  
 
Secondly, triangulation of information from different sources enabled data to be compared 
and contrasted to look for consistency and differences, and at the theoretical stage, data were 
externally triangulated with relevant literature. Marshall (1999:13) described triangulation as: 
“the use of at least three, but preferably multiple studies, theoretical perspectives, investigator 
and data sets for research on one issue or theme”.  
 
The triangulation of approaches in the employment of a number of different research 
techniques, and the variety of approaches offers the best chance of achieving validity 
(Charmaz, 2000). Moreover, the use of interviews, focus groups and observation methods 
complements provides a cross check and verifies findings. This was a major benefit of using 
more than one data collection method in this study. There was also prolonged engagement 
and observations and continual involvement in community activities during the term of field 
work. To increase the validity of the study, the method of information checks was also used. 
The participants were given the opportunity to verify transcripts and comment on themes 
identified and analytical concepts as they emerged.  
 
Feedback and validation was done through participatory workshops and during the third 
phase of in-depth interviews and focus group discussions at the settings. The recorded 
responses were replayed to the participants and they were amazed at the accuracy of the 
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recording. To minimize my own biases, I was in constant dialogue with my UQ supervisor to 
first de-brief and seek advice to examine my own assumptions and biases.  
 
Problematic transcription is another possible threat to validity. When reading transcripts, I 
tried to compare recording with notes. I attempted to minimize problematic transcription by 
following the guidelines for rigorous transcription. I maintained conformability through an 
audit trail including interview notes, tape recordings, observation notes, and analysis notes. I 
attempted to provide sufficient information both in documentation and presentation at 
conferences to allow future readers to determine whether the findings are applicable to a 
particular new situation.  
 
Translation notes are transcribed and explained in detail from the national Fijian language to 
English. The Fijian English dictionary by Gatty (2009), with notes on Fijian culture and 
history was used for the overall translation and use of Fijian words however in cases where 
the respondents used their tribal dialects, I used my own understanding of the term as an 
Indigenous Fijian women. The table below tabulate data collection methods in triangulation 
in my attempt to testing the reliability; validity and quality of data collected (Table 6). 
 
Table 6: Summary of Data Collection Methods Used, Types of Data Collected and 
Timing of the Data Collection 
METHOD DATA COLLECTED 
NUMBER 
DURATION 
TIME LINE 
Phase 1: Secondary data analysis – literature reviews, Community profiling: observing 
daily routines and time lines charting. 
Data collection 
Literature reviews 
(Phase 1) 
 
Journals, books, magazine 
articles, health education 
materials, Pacific Council of 
Churches HIV bulletin, local 
newspaper articles, 
5 years 2008 -2012 
Secondary data 
analysis (Phase 1 to 
Ministry of Health, Fiji reports 
2007-2012; strategic plan, 
5 years 
2007-2009 
2011-2012 
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Phase 4) reproductive health strategy 
and HIV decree. 
Pacific Health dialogue 
publications on STI,HIV and 
AIDS,  
Secretariat of the Pacific 
Community reports 2007-2012, 
UNAIDS, 
UNDP,UNICEF,UNFPA 
Reports,  
Pacific Regional Strategy 2007-
2012. 
Community 
profiling 
(Phase 1) 
 
 
 
 
 
Health data, 
community survey results : 
demographics, Resource & 
Social maps - inventories, daily 
routines/weekly time lines 
 
 
 
 
Participatory 
workshop format, 
one at each site @ 2 
days each 
 
 
 
22nd 
Nov,2008, 
 
15th 
January,20
09 
22nd 
February,2
009 
 
Phase 2: KII,FGD, Participant Observations – field note taking 
 
Ethnographic field 
work 
( Phase 2) 
In-depth KII, Semi-structured 
interviews, FGD, Participant 
Observations, archival search 
7 months 
28th Sep, 
2008- 23rd 
April, 2009 
In-depth interviews 
( Phase 2) 
With women from the 2 selected 
tribes: 18 from each of the tribes. 
 
 
 
36 individual 
interviews 
28th 
Sep,2008 – 
23rd 
April,2009 
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In-depth interviews 
(Phase 2 ) 
Traditional Healers 
 
Wife of man in authority 
Pastor’s wife 
 
Youths 
 
 
Mature women 
 
 
 
 
Elderly women 
 
 
Women leaders 
x 2 @ both tribes  
x 2 interviews@ 
both tribes 
x 2 interview@ 
each of the tribe 
x 2 interviews@ 
Tribe V 
x 2 interviews @ 
Tribe R 
x 2 interviews @ 
Tribe V 
x 2 interviews@ 
Tribe R 
x 2 interviews@ 
Tribe V 
 x 2 interviews@ 
Tribe R 
28th Sep 
2008 – 23rd 
April, 2009 
Focus Groups 
Discussions 
(Phase 2) 
Knowledge & feelings; 
perceptions and responses, 
opinion and value, experiences & 
behaviour, myths and rituals, 
level of awareness, coping 
strategies, symbolic meanings of 
Sexually Transmitted Infections ( 
STI’S) and HIV and AIDS. 
Tribe V = x 2 sets 
of FGD  
Tribe R = x 2 sets 
of FGD 
 
 
22nd 
Nov,2008 
 
15th 
January 
2009 
 
 
 
Focus Groups 
Discussions 
( Phase 2) 
Stock-take of tribal resources. 
Participatory workshops for HIV 
prevention, control and 
management in the traditional 
context 
Concept mapping 
 22nd 
Nov,2008 
 
15th 
January 
2009 
Participant Attended village meetings weekly Nov 2008 – 
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Observation 
( Phase 1 & 2) 
Attended church functions 
Attended women’s district 
meetings 
weekly 
x 2 
 
Apr 2009 
Health records 
data( Phase 2) 
Secondary analysis 
UNAIDS reports 
UNFPA update  
SPC report  
SPC Surveillance data(1985 – 
2004) 
Ministry of Health , 
National strategic plan 
 MoH, Fiji(HIV update, 2009- 
2012) 
 2007 - 
2010 
2012 
2011  
 
 
2012-2015 
 
March - 
Dec 2012 
 
Phase 3: Gap analysis, policy review, presenting papers at regional & international 
forums allowing for positive criticisms. 
Feedback 
workshops 
(Phase 3) 
Tribe R 
Tribe V 
x 1 
x 1 
Aug,2009 
Sep, 2009 
Other field work 
( Phase 3 ) 
 
 
Interview 
All sectors: engaging on policy 
initiatives for STI, HIV and  
 
AIDS in the Pacific. 
Traditional Healers 
 
 
 
x 1 interview @ 
Tribe R 
x 1 interview @ 
Tribe V 
Nov , 2009 
 
 
Dec , 2009 
Gap Analysis 
 
 
Document review  
of the Ministry of Health, Fiji  
TV & Media messages 
Brochures; Magazines 
Ministry of Education school 
curriculum 
Newsletters  
 
June – July 
2012 
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Phase 4 : update literature review, KII, & FGD 
Literature review 
updated 
Reproductive Health Policies,; 
MoH strategic plan 2012-2015 
MoH bulletin 2012 
 
Oct - Dec 
2012 
 
 
Issues of Language  
Language expresses attitude as well as conveying meanings. One of the important human 
skills in this type of research is our capacity to communicate with one another and through 
language which:  
“consists of learned symbols; medium of word, complex 
patterns of thought, emotions, knowledge and belief that could 
be passed on from individual to individual and is the key stone 
of culture”(Atkinson, 2001: 3).  
 
I had no difficulty with the language expressions because I can understand the dialect of both 
Tribe “R” and “Tribe V”. However, I was challenged in conducting interviews because the 
interview questions were written in English and I have to translate first to Fijian, and their 
own tribal dialect. The fact that I can speak the three main languages in Fiji: Fijian, English, 
and Hindi and the fact that I do understand the 14 provincial dialects in Fiji assisted greatly in 
conducting this research. 
 
Ethical Issues 
The subject of HIV and AIDS is extremely personal and is often associated with stigma 
because of its links with sex16
                                               
16 This is discussed in chapter 2 and detailed in chapter 5 
 and other associated risk behaviours, so as I was looking at the 
community response to HIV and AIDS, I ensured that there was privacy for the participants 
in choosing an interview location and the use of appropriate Fijian words to describe issues. 
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Participants when signing the participant information sheet and the informed consent form 
were also briefed on their rights to refuse to answer questions.  
 
Other ethical concerns addressed were the privacy of the information collected, sensitivity, 
ethics and confidentiality of the study respondents and informants. In seeking to maintain a 
high level of confidentiality and ethical propriety, I ensured the following standards were 
carried out by the research assistants and myself to maintain professional care: 1) Protection 
of identity: I need to reiterate referring to the 2 tribes as Tribe V and Tribe R. I have used 
codes of V1 to V18 and R1 to R18 to protect the participants in transcription and the 
interview sheets are kept in a locked cabinet at the researchers office; 2) Optional 
participation where participants are made to understand their rights to refuse to answer 
questions and right to withdraw; 3) Concern for participant well-being in the need to refer a 
participant to professionals should there be some element of the interview that would trigger 
some emotional upsets. Arrangements were made for a qualified counselor to handle any 
emotional or psychological upsets; 4) Confidentiality of all information collected regarding 
informants and information. All interview records are filed and kept in secure lockers. The 
information sheet was read to the participant before she was requested to sign the form as an 
agreement for confidentiality of the information shared and her willingness to participate as 
an informant to the study. The informant was asked to provide responses to the demographic 
questions covering age, marital status, education level, occupation, medical conditions, home 
address and contacts. In addition, training of Research Assistants emphasized confidentiality 
and ethical issues. The RA’s had to sign contractual agreement as part of their recruitment.  
There were no challenges faced with ethics. 
 
Strengths and Limitations of the Research Design 
A clear strength of the design is that the discussion of the challenges of being an insider and 
outsider in relation to the research community and culture. Also the rich interview material is 
also a major strength of this thesis. However, there is some limitation in the depth of data 
because I was able to access only a certain percentage of women from the two tribes who 
have provided responses unique only to the tribe settings and cannot be used to represent Fiji. 
However, the richness of the data was enough to make analysis of the indigenous Fijian 
beliefs and practices to health and healing.  
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There was limitation in sample percentage and methods; however logistics were balanced by 
insider and outsider advantage that the researcher has. The concern is that this study 
concentrate on 2 tribes in Fiji and it is possible that women of these 2 tribes may have 
characteristics that are different from other indigenous women and tribes around Fiji. This 
caution is needed when making generalisation from the two tribes to all indigenous women in 
Fiji. 
 
I found that the practicalities of taking field notes and conducting interviews, alongside my 
attempt to reconcile observations with theoretical questions and vice versa enabled my 
viewpoint fairly smoothly to shift from that of an insider to that of insider researcher.  At the 
same time, the researcher is also cautious of potential bias that could compromise quality.  
 
Conclusion  
An ethnographic approach was essential in this study to explore in-depth beliefs especially of 
sensitive issues. Medical anthropologists have used this method to understand health and 
illness among people in many parts of the world. In public health research, too, it can also be 
an invaluable tool to assist in understanding, for example why HIV and AIDS have affected 
women’s lives and why more and more women are facing this life threatening disease. Daly 
and others point out that, “ethnography is the classic method for studying a social or cultural 
niche about which we know very little” (as cited in Atkinson P, 1992: 3). Subsequently, 
cultural anthropologists have engaged in the ethnographic method in order to understand 
people, their cultures, their meanings and their ways of life. The adoption of the principles of 
grounded theory approach in data collection and analysis compliments the ethnographic 
framework and made sure the concepts, ideas and theory were inductively derived from data 
collected in the fieldwork.  
 
Although the information collected focussed on HIV and AIDS, it also unearthed broader 
issues such as tribal identity especially their principal totem plants; an inventory of their 
capital; indigenous knowledge of healing; traditional medicine, cultural meanings of health & 
illnesses and traditional coping mechanisms and help seeking behaviours. 
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As an insider, I gained easy access to information on the traditional protocols and cultural 
norms. I enjoyed communicating and participating with the communities. Labaree 
emphasized that:  
“although insider research is now recognized as valid and 
necessary, insiders need to initially realize that their research 
experience will involve “the struggle to come to terms with what 
it means to be an insider and the ability to conduct sound 
research while an insider” (Labaree R, 2002:116). 
 
This is the challenge I continually faced doing the research, namely the ability to maintain 
professional standards in the field. 
 
One of the major limitations encountered is timing. While I was busy trying to work with my 
proposed plan to meet time lines, the communities kept to the Fijian time malua (meaning a 
slow and taking time type of attitude).However, I observed that there were more advantages 
being an insider during the field work survey. I understood their culture, their language, 
dialect and fitted well in their meetings and functions. I learned new knowledge about their 
resources, kinship relationships, traditional knowledge and other tabu, apart from the basic 
ones that I had with me and that was most exciting.  
 
Although, the sample percentage of the study population was small, the richness of the data 
collected is a major strength of this thesis. In conclusion, the use qualitative research was 
justified as the best method of approach to the social cultural perceptions and responses to 
HIV and AIDS in Fiji. 
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CHAPTER 5   Women, Sexuality, HIV 
and AIDS in Fiji  
Kalawaci ga na Kau,Warai na Tamatais a Fijian saying meaning: “you can only walk on a 
piece of log, not a human being. 
_____________________________________________________________ 
 
 
Introduction 
Much of the research on sex globally, gender, health, HIV and AIDS has been dominated by 
conceptualising gender as a pervasive system of stratification that structures relationships and 
interactions between and among men and women, shapes access to resources, status and 
signifies power (Kouyoumdjian,2013; Parikh,2012; Hankivsky,2012; Hammar,2011;Kang, 
2010; Aucoin,2002). However, a significant gap in the discussions remains. UNAIDS (2012) 
discusses how discourses about AIDS have an influence on both the women’s placement in 
society and the general understanding of the AIDS epidemic but these discourses often 
neglect women’s perspectives especially the general fear of the social and physical 
consequences associated with STIs, HIV and AIDS (Fei-ling Go,2002). 
 
This chapter ropes in the Indigenous Fijian theme of kalawaci ga na kau, warai na tamata 
with the discussions of social variables that affect women’s status in Fiji. Kalawa   means to 
step over improperly some item or some person. It is considered rude in the Fijian culture to 
step over a human being which can cause serious conflicts and arguments (Gatty, 2009).The 
chapter also examines the gender norms in traditional Fijian society, gender roles and gender 
relations including access to resources, education, leadership and decision making, 
employment, poverty alleviation, and access to health services. This is to allow me to 
recognise potentials gaps in addressing indigenous Fijian issues in Fiji. Finally it explores 
how women’s status form the informants perspectives affects their vulnerabilities to illness 
especially HIV and AIDS. 
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Status of Women in Fiji 
Fiji is a signatory to the Convention on the Elimination of All Forms of Discrimination 
against Women (CEDAW), which was adopted in 1979 by the UN General Assembly. As an 
outcome of this initiative, Fiji is also a signatory to the Pacific Platform of Action for all 
PICTs. This Platform also recognizes the importance of the agreements reached at the World 
Summit for Children, the United Nations Conference on Environment and Development, the 
World Conference on Human Rights, the International Conference on Population and 
Development and the World Summit for Social Development (SPC, 2010).In relation to 
women status, these agreements recognizes the protection and advancement of women and 
children in society. As a signatory to this convention, Fiji is obligated to assure the active 
participation of Fijian women in decision making, education, health, business, employment 
and issues of importance to their daily living. 
 
The Fijian government reports that the Fiji Development Bank and the Ministry of Women 
are taking steps to improve women’s quality of life by creating special credit schemes for 
especially rural women (Fiji CEDAW, 2010; Fiji Women’s Rights Movement, 2008).The 
program special credit schemes provides business training and access to a cash grant to start 
their business (ranging from Fiji $200 to $1000). Women are also provided small business 
advice, budget skills, development, work plan, and repayment schedule and an insurance 
policy to protect their business entity. The underlying principle is to improve women’s 
quality of life in order for them to afford their cost of living (Ministry of Women, 
2010).Indigenous women are empowered by the Fijian government small business program to 
actively participate in rural business thus increasing their contribution to national economic 
development (Fiji Bureau of Statistics, 2007). 
 
Gender Roles and Norms in Traditional Fijian 
Society 
Gender is a culture specific construct. As a result there are significant differences in what women 
and men can or cannot do in one’s culture as compared to another. But what is fairly consistent 
across cultures is that there is always a distinct difference between men’s and women’s roles, 
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access to productive resources and decision making authority (WHO 2003: 9). Today in Fiji a 
man’s ability to seduce women is still considered an expression of his masculinity.17
 
 A man who 
is not sexually active is said to be malumalumu, a term that means physically weak and usually 
used in reference to women. Therefore, to be considered a man in the eyes of other men, at least at 
a certain period of his life, a man must have many women (Labbe, 2011). 
Traditional leadership structures have isolated women from decision making (Chapter 3 describes 
these structures in more detail). These structures formed the basis of patriarchy in the Fijian 
administration process and its institutions. Patriarchy is a social system in which structural 
differences in privilege, power and authority are invested in masculinity and the cultural, 
economic and or social positions of men and institutions are a set of relationships and or practices 
which are expressions of mainstream social values and beliefs, and have the support explicit and 
implicit of other social and cultural institutions (Francis, 2005). 
 
Fijian chiefs are mostly men, but some of the provinces in Fiji have appointed women to be 
their traditional chiefs, honouring their status as the eldest or noblest in the family or the last 
remaining child in that generational or family line (Ravuvu,1987).Since the creation of 
provinces in 1874, there has never been a female provincial administrator or Roko Tui in Fiji 
(Durutalo,1997).But some women of noble birth have been allowed to take leadership 
positions within the Ministry of Fijian Affairs and some of its provincial offices.  
 
Men are given respect in the patriarchal system of Fijian society. Even if a woman is afforded 
respect due to family status, when she is married, she moves to her husband’s family and is 
expected to live there. It is no longer possible for her to maintain leadership roles and live in 
her family’s community.    
 
Fijian woman traditional roles are embedded in the Fijian chiefly systems and its twelve 
categories within the social structure (as illustrated in Chapter 3). The woman’s roles revolve 
around her status within the social structure and are multi-level in nature. Essentially her role 
is defined as procreative, caring and linked to domesticated duties.  
                                               
17For more on masculinities see Kaitani M (2003), and TeaiwaT (2005) 
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During the participatory workshop, I employed various data collection methods of participant 
observations, focus groups discussions, talanoa sessions around kava bowls, transect survey, 
charting of daily, weekly and year calendar routines in documenting informants diary of their 
lives activities, from morning to the night, weekly routines from Monday to Saturday (Table 
7) and the monthly calendar of work from January to December (Table 8).These diaries 
illustrate the variety of domestic chores, the commitment to village activities, the long hours 
of a day, throughout the year and the potential risks and vulnerability factors associated to 
this. 
 
Informants discussed that a typical woman’s daily routine would be waking up between 5 to 6 
am to prepare breakfast and children to go to school. During the day the core roles will  
concentrate on domestic work and other village activities such as attending village meetings, 
church services and etc. The evenings are spent on family fellowships and other chores such 
as mat or craft weaving with other women. This daily routine only gives an average of 5-6 
hours of sleeping or rest times for village women (Participatory workshops, 12th December, 
2008 and 15th   January, 2009) 
 
Table 7: Summary of Standard Weekly Routine Activities 
Day of Week Tribe V Tribe R 
Monday 
Evening 
Individual work 
Youth Fellowship 
Village meeting (village clean up) 
Choir practice 
Tuesday 
 
Evening 
Women’s group craftwork 
Men in garden 
Family worship 
10am Women’s Fellowship 
Men’s Fellowship 
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Wednesday 
Evening 
Village work 
Church service 
Prepare school lunch for all students 
Church service 
Thursday 
 
 
Village work 
10am Women’s Fellowship 
Choir practice 
Village work 
Clan Fellowship 
Friday Individual work Individual work 
Youth Fellowship 
Saturday 
Evening 
General clean up, Marketing 
Kava 
General clean up, Marketing 
Choir practice 
Sunday  
5am 
10.30am 
6pm 
 
Prayer service 
Morning service 
Evening service 
 
Prayer service 
Morning service 
Evening service 
 
 
As earlier discussed in chapter 4, there are significant differences about the development 
aspects of the two tribes. Although Tribe R was referred to as rural defined to the distance 
from the main city, it had amenities such as telephones, televisions, good roads and modern 
houses which are typical of an urban setting. The daily core chores routine was near similar 
for the standard in any Fijian village. The slight variations occurred because of the increased 
number of women that have some form of employment in both settings. The women in Tribe 
R were mostly hotel workers and the women in Tribe V were government and industry 
workers because of the close proximity to the city. One of the interesting observations is the 
shared roles in child rearing and child caring by unemployed husbands and the hiring of 
homosexual men to do domestic duties which was uncommon in traditional Fijian societies. 
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Another marked observation is the differences in the social structure where Tribe V have 14 
clans but Tribe R is only left with  5.  
 
Interview with elders identified that,  
“some of their other tribes have lost sight during their 
early nomadic adventure and have settled in other 
provinces around Fiji” (Tai Akanisi and Tai Asenaca, 15th 
January, 2009). 
 
Women of Tribe R are given land called the lewenikato during marriage but women of Tribe 
V still have access to the family land even after marriage. They also have provision to lease 
land for any business development. Women in both tribes have access to better education, 
employment and access to health facilities. 
 
These summaries of rural Indigenous Fijian women’s daily, weekly and monthly routines 
clearly show the multiple roles and obligations they must fulfil to family, clan, tribe, 
community and church. These routines are also linked to the monthly cycles of rural life 
dictated by seasons and food crops sources (Table 8) and some variations noted between the 
two tribes. The traditional calendar of coastal Fijians has little or no relevance in the daily life 
of modern especially urban Fijians. However, rural and remote villagers many of whom 
survive on subsistence economy for example gathering, gardening and fishing (Gatty, 2009). 
In these remote areas, the seasons continue to dictate the daily schedules.  
 
Table 8: Fijian monthly calendar from January to December 
Seasons/Months Farming Activities Fishing Activities Other Activities 
Janueri 
(January) 
Planting “Nuqalevu” (rabbit 
fish); named due to 
the great abundance 
of rabbit fish 
Preparation for 
back to school 
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Fepurueli 
(February) 
isevu harvest of 
cultivate yams and 
setting up of yam 
storage 
  
Maji 
(March) 
VulaiKelikeli: Time of 
planting, also time for 
harvesting of other 
types of yams 
 Methodist Church 
circuit conference 
Palm Sunday 
Roman Catholic 
Lent 
Evereli 
(April) 
Vulaigasau: flowering 
of reeds, 
‘asparagus’ready for 
harvests. 
 
Easter Sunday 
Me 
(May) 
Vulaidoi: month for late 
hurricanes and thunder 
storms called the 
caginidoi 
 
Mother’s day 
Jiune 
( June) 
Vulaiwerewere: cool 
weather begins, ready 
for weeding and re-
planting of yams, taro 
and other staple foods. 
 
Catholic Women’s 
retreat 
Julai 
( July) 
Vulaicukicuki: cool 
Months July and August 
ready for digging and 
re-planting- octopus are 
in abundance 
  
Provincial women 
fundraising 
Provincial 
fundraising day 
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Okosita 
(August) 
Vulai kawakawa: turtles 
are now mating and 
drifting in couple at the 
surface of the ocean 
 Village School 
fundraising day 
National 
Methodist 
conference 
Sepiteba 
(September) 
Vulaivavakada: month 
for stalking out stick 
support for yams. 
Anciently the beginning 
of veitiqa(javelin 
throwing), after 
completion of planting. 
 
 
AoG National 
conference 
 
Okotova 
(October) 
 Vulaibalololailai: 
the migration bird 
dilio arrives in Fiji 
Fiji Day 
celebrations 
 
Noveba 
(November) 
 Vulaibalololevu: 
beginning of the 
hurricane season 
Exam month 
Tiseba 
( December) 
 Vulainuqalailai:  
Small rabbit fish 
appearance –Full 
hurricane season that 
might last through to 
the month of Mar or 
April. 
School breaks 
Christmas/New 
year celebrations 
 
Indigenous Fijian women, as discussed in chapter 4, are the holders of traditional knowledge. 
The phases of the moon and seasons determine the availability of some medicinal herbs and 
therefore affect traditional healing practices. The tribes are also dependant on the livelihood 
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resources within their land (Table 9).These livelihood resources have an influence on the 
women’s access to employment, education and quality of life opportunities. These are unique 
differences between the locations of the two tribes of study. Overall, the marked difference 
observed was the accessibility and costs of attaining the health services can cause delay in 
attaining medical care. 
 
Table 9: Livelihood Resources within the “V” and “R” Tribes in Rural Fiji 
Livelihood Resources Tribe V Tribe R 
Natural River, forests, land mass 
Sea, river, waterfalls, forest 
pharmacy,  
forest eco-parks, marine reserves 
Social 
Weavers, craft makers, tailor, 
healer, 
Weavers, handicraft makers & 
sellers 
Commercial 
Ecotourism projects, flower 
nursery 
Urban village 
12 Hotels facilities along the  
land boundary 
Physical 
Roads, electricity, water, 
telephone, 
television 
Roads, electricity, water, 
telephone 
television 
 
Land in Fiji is communally owned by the family units. Indigenous Fijian women can only 
access and use the land through their husbands, father or brother ownership, not of their own 
right (Bolabola, 1986). The only way she can access to land is to lease family land through 
the collective signed agreement of the family unit “Tokatoka”; an endorsement by both the 
Provincial office and the iTaukei Land Trust Board. Access to land and sea provides a woman 
access to resources and a livelihood, which although differs between tribes, is essential for 
her wellbeing. 
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There are some observed differences between the tribes. For example, women from Tribe R 
are given a piece of her family land as a gift after marriage and this called lewenikato, even if 
she moves to her husband family and her descendants will have user and ownership rights 
over this land. Lewe means part of and kato means an angular shaped bag, basket, trunk to 
keep personal belongings (Gatty, 2009). However for many divorced, separated or single 
women if they lose the support of family network, they then lose access to land, food and a 
living. Women who break other traditional Fijian mores such as child out of wedlock can also 
be stripped from access to land (Bolabola,1986).Adopted female children or females who 
leave home for example after abuse in the home also lose access to land and the potential 
economic benefits able to be derived from it. One survival strategy employed by women who 
have lost such assets as the right to land or the sea and community support is to seek marriage 
with men who will accept them, or become engaged in transactional sex. Studies of sex work 
in Fiji cite economic factors as the key determinant of sex work where poor women are 
selling sex in exchange for money (Worth, 2011). Research conducted by McMillan and 
Worth (2009) documented the lack of education, poverty, low women’s wages, family 
violence, and the marginalization of transgender people as other drivers of sex work in Fiji. 
These two options can increase women’s vulnerability to STIs, HIV and AIDS. 
 
Typical of many of the women’s descriptions of this situation, were Vani and Aliti’s 
discussions during interviews: 
“Litiana, you know young girls are just wandering the streets in 
our local town because of lack of work. Ok, there may be work, 
but they lack the education level to qualify for a job. For those 
that work, the salary is too low just enough to cover travel 
expenses. Imagine getting $80 dollars per week is not enough to 
maintain the cost of living. If these girls are blamed to engage in 
some form of paid sex, I would not blame. Blame the world for 
being unfair on women. We joke about this now but this is real. I 
would rather have my daughter at home with me rather than 
being exposed to this type of life.” (Vani, elderly woman, 15th 
February, 2009) 
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“Life in the village is so hard nowadays, things are expensive 
including education. It is difficult to get work. Some of our 
women are going overseas for greener pastures but most are 
limited by immigration policies especially trying to go to 
Australia.Very strict on single women trying to get at least a 
tourist visa. Few have married older Australian men as a way to 
enter Australia and enjoy a good life. They just meet here at the 
local resorts. Lucky they marry and migrate rather than just 
going around.” (Aliti, youth, 22nd January, 2009) 
 
There are clearly strongly held rules by indigenous Fijian society of the roles of men and 
women. Society clearly defines the norms of women behaviours and women have to navigate 
their positions in order to maintain respect and value in the home, family and tribe. Older 
women often felt protected by these rules whereas younger women expressed frustrations of 
being seen as subordinate and the double standards for men and women. 
 
Men who present like women; gay men; many of whom engage in homosexual activity are 
labelled with the following names: such as fafafine in Samoa and vakasalewalewa or qauri in 
Fiji (Kaitani, 2003). Amongst most indigenous Fijians, it is deemed normal for men to have 
more than one sexual partner. Men’s sexuality is said to be stronger than women’s and men 
are said to have difficulty controlling their sexual urges. Typically my female informants 
stated: 
“Men are men, sometimes he uses you sexually, and then what 
happens. Sometimes we forget how men are” (Tina middle aged 
woman, 22nd January, 2009). 
 
“Men are men, they use pleasure how they want and they don’t 
use protection and this is how the disease comes” (Teresia 
middle aged woman, 11th December, 2008) 
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Having many sexual partners is not only deemed normal and of little consequence for men, it 
is also regarded by many to be a sign of their capability18
 
.In the past chief who had great 
power and prestige was believed to be able to acquire many wives (Ravuvu, 1987; Kaitani, 
2003). 
The freedom of physical movement granted to young men in the indigenous Fijian 
community was also mentioned by some of the women interviewed as a factor that increased 
their risk of being exposed to HIV. My informants discussed men’s role in HIV occurrence 
and its spread: 
“Men are having more unsafe sex. May be because men 
are more exposed going to tertiary schools, going to work 
in the city. What else can we do? It is a rapidly changing 
world (Tina, 15th January, 2009) 
 
It seemed that the exposure to city attractions for both education and work purposes have 
instilled both the freedom and confidence to young men to experiment the outside world. 
However, the women informants will have to be alert to safeguard from the risks attached to 
this.  
 
It is also assumed to be the responsibility of women to ensure that their husbands do not 
engage in sexual intercourse outside of marriage by not refusing their husband’s sexual 
requests. Women are blamed if societal prescribed appropriate sexual behaviour is not 
upheld. As one woman explained: 
“What else? Our husbands are providing food on the table, 
payment of bills and all my basic needs. All that I need to do. Is 
to provide him the best. Clean the house, cook food and have his 
children. That’s my job as the good wife.” (Mereani, AOG 
pastor’s wife, 15th January, 2009) 
 
 
                                               
18Refers also to power, overruling strength, macho image 
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Although the social norms prohibit Fijian women from having extramarital affairs, women 
are expected to accept this behaviour their husbands. As one woman said: 
“While a man may feel acceptable to have fun and play around, 
a woman would be heavily criticised.”(Sereana, an elderly 
woman, 15th February, 2009) 
 
In traditional Fijian society, the movement of women are strictly supervised after puberty19. 
Their sexuality, as Christina T (1990:52) has discussed has to be “taken care of” (maroroi), 
which means they have to be monitored so that they observe the ideal of female 
virginity20
 
which is still “highly valued.” Virginity is equated to the value of the woman 
especially during a traditional marriage ceremony. Focus groups discussions during the 
workshop revealed the stereotypes that women should remain a virgin until marriage, and to 
stay ignorant and innocent about sex.  
Typical statements in the communities were: 
“Virginity remains highly valued in my tribe. Even though 
attitudes towards its value and practices differ amongst modern 
day Fijians. This may reflect changes in premarital sexual 
activity. I feel we should be given a choice. But what can I do, I 
am Indigenous Fijians and this is my culture.” (Tokilufe, youth, 
15th February, 2009) 
 
“If a girl comes to live to live in her husband’s family with her 
virginity, she can feel proud with herself and live in dignity.” 
(Mili elder woman, 15th January, 2009) 
 
“If the woman is strong to protect her virginity and keep herself 
pure, her husband will give her more respect in married life.” 
(Viri, an elderly woman, 15th January, 2009) 
 
                                               
19Puberty is celebrated in the Fijian culture. Usually a  four nights of drinking kava and feasting to celebrate an 
important life cycle. 
20 Virginity remains highly valued even though attitudes towards its value and practices amongst modern day 
Fijians may reflect changes in premarital sexual activity (Tokilufe, 2009). 
121 
 
“Mmmm, Litiana, I have never regretted that moment during 
marriage. I was proud that I kept myself pure. I just love my 
husband” (Mereani pastor’s wife, 11th December, 2008) 
 
“Wow, I was so madua21; imagine your own people are 
surrounding the taunamu ni viti (wide tapa made out of bark 
cloth)I was so mataku22; fear of having people around you and 
actual fear of doing the thing23. Had to be counselled by my 
aunties. We managed. There were beatings of drums, “lali”24
 
, 
and blowing of conch shells. We were oiled with perfumed oil 
and escorted to the river for our first bath. I feel so madua.What 
a big relief it’s over.” (Sereana, 15th January, 2009) 
Puberty, virginity, pregnancy and birth are important symbolic events for indigenous women 
in the Fijian society (Ravuvu,1987).Conversely, young men are allowed a great deal of liberty 
and are expected to look for adventure and to wander about the streets with their age-mates 
and this can contribute to young women increased vulnerability because after puberty they are 
meant to have minimal contact with peers and remain ignorant about sex (Labbe, 2011). 
 
Since men and women “rarely interact beyond superficial mingling” and most of “the 
intensive interaction and social networking occur with same sex relations” (White, 2005:319). 
Even husband and wife do not interact on a personal level when out in public. Drawing from 
this discussion does mean that there will be little chance to negotiate safe sex or discuss such 
matters also leading to increased vulnerabilities for women. As a result, indigenous Fijian 
men spend much of their time together, whether at church activities, during sports or around 
the “kava “bowl. A man who stays too close to his wife or who prefers to be in the company 
of women is, mocked by both men and women and called a turaga ni marama (chief of the 
women). Male camaraderie is a fundamental aspect of any indigenous Fijian man’s 
                                               
21Madua: ashamed, be embarrassed in front of people and lose face 
22Mataku: fear. Fear of the unknown 
23Thing refers to the language used to symbolize sexual intercourse. 
24Lali: wooden gong in the Fijian villages used to call people to church, village meetings or schools 
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experience, which results in them attaching a great deal of importance to the opinions of other 
men. In a society organized along gender lines, male friendship and judgement are 
particularly important, and can create peer pressure to adopt much behaviour, including 
sexual. 
 
Explicit and implicit rules imposed by society, as defined by gender and age profoundly 
influence an individual’s sexuality (Parkerand Aggleton, 2003). Sexuality is the social 
construction of a biological drive. An individual’s sexuality is defined by whom one has sex 
with, in what ways, why, under what circumstances, and with what outcomes. It is 
multidimensional and dynamic construct (Parker R, 2003).The Fijian traditions of madua and 
mataku attitude and the tabu around women discussing or considering sexual relations extend 
into marriage. Madua is referring to having difficulty to express yourself, especially for fear 
of being labelled as a garogaro (lustful for sexual desire). Most married women view sex as 
male responsibility and need. They wait patiently for the man to make the first move, even if 
secretly suppressing their own feelings and needs. Men are expected to take initiative for safe 
sex and not doing this extend the risks and vulnerabilities for women. Men are said to desire 
both the submissive wife and an active sexual partner. Two respondents shared their 
experiences, typical of many women interviewed: 
“My husband has left for a much younger woman. I just could 
not believe this. He was always very quiet. Come out of work 
watch TV and off to sleep. That’s been the pattern for some time 
now. When I realised, it was too late. He is gone. I am not 
blaming him. It is more to do with me. I am the traditional Fijian 
women, full of activities. But, no time for husband and wife kind 
of thing.” (Siliva middle aged, 5th January, 2009) 
 
“My partner was having an affair with a woman much older than 
him. I was so angry and confronted him. He admitted that she 
was providing him the attention he wanted. He was fuelled up 
and was very provoked with my presence. Luckily we managed 
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to clear our differences. Man this is a big learning curve for me.” 
(Tema middle aged, 22nd January 2009 
 
In Fiji this confusion on sexual needs and desires between husband and wife is often 
described as a source of sexual dissatisfaction and can lead to extramarital affairs. The 
younger women although optimistic about the topic, they refrain from further discussions 
saying they lack the experience in such relationship ( Tokilufe Youth, 15th January, 2009). 
Sexual dissatisfaction is also described as one of the major causes of domestic dispute and 
violence (Labbe, 2011). Again, HIV is often linked to gender based violence. 
 
Some of the informants believed these infidelities were caused by the wife’s inability to 
satisfy her partner and were trying to understand such male behaviour. During the 
participatory workshops, the women shared that the fear of violence prevented them from 
challenging or even questioning their partners’ infidelities which, in turn precluded any 
possible attempts to protect themselves from any sexually transmitted infections including 
HIV. Typically they described situations that they find themselves in: 
“He is my husband; I can sense that he is having an affair. Every 
time I ask him he denies and becomes physically aggressive. I 
go out drinking with my friends to seek peace. It’s my only way 
of relieving my anger, what else.” (Aliote younger woman, 15th 
January 2009) 
 
“Every time he comes home drunk he becomes very physical. I 
just need to be very alert. Two times I have black eyes from his 
punch. I just make time to go out with my cousins and enjoy 
myself. I don’t deserve this.” (Seini younger woman, 11th 
December, 2008) 
 
Younger women shared their experiences of domestic violence 
as both physically and emotionally painful. Most would go out 
drinking and night clubs as a means of relieving their sadness. 
Married women interviewed expressed concern about their lack 
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of control in sexual relationships within marriage. During the 
focus groups discussions, informants discussed the difficulties in 
controlling their husband’s behaviour and the importance of 
satisfying husband’s needs. Sex therefore is not taken as an item 
of enjoyment. For many women, sex was seen as another 
domestic chore. “You know that sexual intercourse brings the 
intimacy to marriage life. Not many people understand this. Men 
can be violent if their sexual needs are not addressed. I always 
make sure that I have time and I keep myself “clean” for my 
husband.” (Mili Methodist pastors wife) 
 
The strategy expressed that younger respondents go out drinking  to nightclubbing  is putting 
more risks and vulnerabilities and recommended the need to have more counselling outlets 
attached to the community or women’s crisis centre. 
 
    One respondent explained her failed attempt to persuade her husband: 
“He does not want to use condoms because he thinks that I could 
easily have sex with other men.” (Tina middle aged, 22nd 
January, 2009) 
These social roles give men the control over sexual decisions and often leave women unable 
to control disease risks. 
 
One example of the double standards is the practice of veidrotaki (elopement), deserves a 
particular comment.25
 
 In Fiji, spending a night at the partners house when not married is not 
acceptable. It can create a big commotion leading to bitter arguments and fist fighting. 
Usually, the woman’s family will take her to the men’s house and formally inform his 
relatives that she has spent the night with him. This will follow a promise of union which 
should be arranged with immediate effects.  
Women’s reaction to these double standards is typified by Makelesi’s interview: 
                                               
25For more on elopement see Seniloli K (1982) and Kaitani M ( 2003) 
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“Women have to vakarorogo (listen), while Men can go around. 
It is very unfair. Women are expected to stay put at home and 
wait for their partners. My value and my quality are judged on 
my ability to just keep quiet, listen and obey.” (Makelesi, 22nd 
January 2009) 
 
It is evident from the informants’ experiences that these double standards 
still occur within their husband and wife relationship exposing women to a 
greater risk of having an infected partner. Also having little chance of 
persuading husbands to use condoms and limiting choices to accessing ART. 
 
Access to Health and Health Service Knowledge26
Nearly, all informants from the two selected tribes were aware that HIV is not only 
transmitted through sexual contact, but also through contact with infected blood and by 
mother to child transmission. Most of the study participants knew the basics about HIV: that 
it is a sexually transmitted infection for which there is no cure but against which condom use 
can be an effective form of protection.  
 
 
Informants discussed: 
“When I was in high school, form 5 and form 6, I heard about 
HIV. I never bothered. I thought HIV is just like one disease. 
Some people have it, some people don’t”. I was still in high 
school. I never really took any note especially me eh? But now 
this is serious business around our locality. We need to be 
serious with this.” (Tokilufe, youth, 5thMarch 2009) 
 
“My general perception that only prostitute and girls like that 
that get it. Yeah, I just told myself. Never look at anybody else 
because she is a prostitute or he is a gay, he is a homosexual, no. 
                                               
26This is just focusing on available learning materials such as brochures, pamphlets, magazines, newsletters and 
etc. 
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It is all about the individual and their choices. Everyone can get 
AIDS.” (Makelesi, 12thNovember, 2008). 
 
“I only knew a bit of it, like ‘Safe Sex’, that’s the only bit I 
knew. I believe that HIV is here to stay, too much city 
attractions, too many sexual partners, and unresolved conflicts 
but the gap is that we do not know who we are dealing with. 
Anyone can get HIV, anyone.” (Makereta, middle aged, 
11thNovember 2008) 
 
Typical of each of these, informants discussed: 
 “Wow, I just believed, you know that anything especially 
tagged to sex involved an individual decision or choice, you 
know, it takes two to tango. If one is infected with HIV, I just 
blame them for not listening to their parent’s advice.” (Titilia, 
elderly woman, 15thFebruary, 2008) 
 
“I see that youths today are so loose. Just see the way they dress 
up, Yeah, half exposed. And bold too. This is causing a lot of 
problems to the individual. During our time, things were totally 
different. We are full of respect, respecting our body, respecting 
our parents, respecting our elders and most important fearing 
God”(Kasanita, middle aged woman, 5thMarch, 2009) 
 
“We just have to learn to do the right thing. Deviations from 
certain aspects of the norms of one’s culture create a foundation 
for exposures to illnesses, risks and vulnerabilities.” (Akeneta, 
youth, 22nd January, 2009) 
 
It was noted from the informant’s discussions that they felt that the general level of awareness 
of HIV in the general community is minimal. Typical was Titilia: 
“I did not know anything about HIV, I just could not believe it 
can happen to my family….my own son Litiana. I cried and 
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cried when he died at home and I was told that he had this 
matelevu, HIV. Isa, na luvequ, is the most handsome of all my 
sons, If only I was told, I would spend more time with him. 
When he is lying around, I assume he is lazy and yell at him to 
go to the garden and weed. I am regretting this… I did not have 
time to seek forgiveness. And now he is gone…. I do not wish 
that this experience to repeat itself to any parent and family… it 
is very painful… I am still trying to cope with it…. Isa na 
luvequ” (Titilia, “15th February, 2008) 
 
The respondents stated that they were just depending on pamphlets, brochures provided at the 
health centre outlets at the periphery. This is apart from the snapshots of TV programs.They 
expressed this frustrations with this limited access to information and access of all age 
groups. Informants discussed: 
“At the health centre, they give us very little information. Some 
of us don’t go because they are embarrassed; they don’t inform 
us enough.” (Suka, middle aged, 11th December, 2008) 
 
“We want actions not just reading the pamphlets. I think the 
pamphlets are very medical,” using medical terms.” (Vani 
elderly, 11th December, 2008) 
 
The youth interviewed discussed how they had received little about sex education in schools, 
from parents and relatives:  
“I learn about HIV from the Health centre in my locality. Some 
posters were put on the wall. I just learn out of my own interest.” 
(Aliti Youth, 22nd Jan, 2009) 
 
“My parents oh no way. We don’t talk about adults things like 
sex and HIV. I can discuss with my mum if I wanted to but it 
had to be on her good day.” (Suka Youth, 11th Dec, 2008) 
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“We were told briefly in school as part of sex education. HIV is 
a killer disease and we have to be careful not to get it. That’s it, 
nothing more.” (Feni Youth, 15th Jan, 2009) 
 
It was obvious from the informants that the sexual aspects of HIV is causing a barrier in the 
actual open discussion about the topic within the families, in the general community and 
probably for many health staff. But changes may be occurring regarding the tabu of public 
discussion of sex if HIV if linked to an education process.  
 
In a two village workshop at Narewa village in Nadi as hosted by the Homes of Hope project, 
the village elders made a declaration urging youths to have an open communication regarding 
sex, sexual violence and teenage pregnancy (Fiji Sun, 29th May, 2013). 
 
Most informants raised the concern to be provided with more information about HIV and 
AIDS.  Again, this was across all age groups. They also discussed concerns regarding how 
they could demand more information. Typical was: 
“I think I have been kept in the dark for too long. We need more 
awareness on HIV prevention and control alone.” (Alanieta, 
middle aged, 22nd February, 2009) 
 
“How can I share with my children something I was not taught. 
Everything comes as a chance to me. Nobody talks openly about 
sex, sexuality and HIV in my house. I learn about HIV from our 
church workshop.” (Tina, middle aged, 22nd Jan, 2009) 
 
“The only source we have is through the community nurses 
village visits. But they give health talks on diabetes and other 
medical conditions. Sometimes they just do child clinics and 
return. We have to invite them to give special talks. I don’t know 
who should drive the invite.” (Salome, middle aged, 15th 
January, 2009) 
 
 “There should be more discussion forums for the younger 
generation everyone seemed to be doing their own little things in 
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their own way, there is total lack of coordination in the current 
response.”(Tema, middle aged, 22nd February, 2009) 
 
In general, there seemed to be some knowledge on HIV, but little awareness of it occurring in 
their communities. The information provider was inadequate to meet the needs of any groups 
and more was denied. 
 
Accessibility of Services 
The MoH national strategic plan 2012-2015 had made commitment to improve prevention, 
treatment and counselling services for HIV and AIDS in Fiji (MoH, 2012). The Health 
bulletin of the second quarter progress for 2012 states that services operate at the following: 
general outpatient, maternal and child health services at major hospitals and community 
outreach programs at rural centres (MoH, 2012). The rural centres open from Mondays to 
Fridays and cater only for emergency cases during the weekends whereas the major hospitals 
are open every day for twenty hours. HIV testing with pre and post-test counselling is 
conducted in ante-natal clinics, Hub centres, Youth friendly centre, Our Place Home  and the 
Marie Stopes clinic. 
 
Respondents from the two tribes described how they can only access free condoms from the 
family planning clinic. These clinics are attached to either the maternal child health or 
antenatal clinic. This limited accessibility thus explained limited use of condoms. 
 
 Many men explained, it was so shameful to visit the medical clinics to get condom stocks. It 
is good for those that have their wives and infants attending the Maternal Child Health clinics 
and this are most appropriate. They described they can purchase condoms from the chemists 
but this also limits access for those from the rural areas and are unemployed. However, 
women feel uncomfortable asking for condom. Typically: 
“I am shy to be seen to buy condoms from town. At the health 
centre condom is free, I still feel madua to ask. Everyone will 
know that my husband uses condom. I would rather have 
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injections; no one will know if this we have to go through 
(Mareta, 12th November, 2008). 
 
The tabu of talking about sex or inferring being sexual active to other people eg, nurses, 
chemists, is a major barrier to use of condoms for men and women. More informants prefer 
anonymous sources of condom outlets such as village health workers clinic, co-operative 
stores, hotel receptions and condom vending machines. These were also desired by younger 
informants. 
 
A third factor influencing condom use is men’s preference for intercourse without a condom. 
Women described this preference: 
“It is a very private matter. We can have the condom in place, 
but the man has to agree to use condom. My partner says that the 
condom takes away the attention.eh’ No condom. Condom is no 
good. Flesh to flesh is good” (Siliva middle aged, 5th January 
2009). 
 
“I can ask my partner to use condom, but no one explained how 
to use it. At the health clinic the nurse just give the wrap and say 
this is your condom stock. There is no demonstration (Akisi, 
youth, 5th Jan, 2009). 
 
In addition to men’s complaints of reduced sensation, understanding of how to correctly use a 
condom is another barrier. But the concern about re-negotiation ability of women to persuade 
men to use condom have an impact on the vulnerabilities of women to infection. 
 
Poor access to acceptable and affordable condom distribution services is just a subset of an 
overall problem with the accessibility and acceptability of all health services. 
 
Typical of the discussions with my informants, people said: 
 
“I am not happy with the current health services facilities and 
outlets. It is not user friendly. No privacy. Rooms are small. 
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People can hear what you say from the next room” (Tima 22nd 
February, 2009) 
 
“It is very hard for me to travel to the nearest town to get my 
Family Planning stocks. Bus fare is expensive. I have to go 
through the child welfare clinic all the time” (Teresia, 11th 
December, 2008) 
 
“HIV testing is compulsory to all ante natal mothers; I had mine 
done for my last baby. I was told it is expensive to conduct these 
tests.” (Suka youth, 11th December, 2008).  
 
“I wish to go for testing but I am scared at the health centre 
response. I just want to be on the clear.” (Tokilufe, 15th Feb, 
2009) 
 
“HIV is here on our shores, we can’t deny this, every time we 
see on the Fiji newspaper health people in workshops or 
planning on HIV care. But I am worried we will still be busy 
planning but the death toll will overtake us.” (Salome, 15th 
January, 2009) 
 
Gendered Vulnerabilities to HIV 
As shown in chapter 2, heterosexual sex is the main mode of HIV acquisition and 
transmission in Fiji. There may be under-reporting of homosexual sex in Fiji (Tuiketei, 2004). 
The act of sodomy is considered an unnatural offence liable to a sentence of up to 14 years 
detention under the Criminal Penal code of Fiji (The Government of Fiji, 2011). This would 
both inhibit people from identifying as homosexual, but is probably a barrier to even attend 
service. 
 
The cultural and religious condemnation and stigmatisation of same sex desire and sexuality 
in Fiji labelled as (poofters, qauri, wadua, panikeke, and vakasalewalewa) are also strong 
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deterrents to identifying oneself as homosexual (Kaitani, 2003).While the narratives collected 
as part of this study were not focussed on the identification of specific sexual behaviour  that 
literature suggest (Labbe, 2011) to increased risk to  HIV.  
 
Gender inequalities clearly affect accessing services and ability to negotiate safes sex. As 
discussed in chapters 2 and 3, there are socially prescribed restrictions in discussing sex in 
general and particularly in some relationships. This is further exacerbated by gender 
inequalities which make it difficult for women to discuss about and negotiate sex. 
 
Tabu on Discussing Sexuality 
When respondents were asked about the social realities which might contribute to an 
increased risk of being exposed to HIV, the respondents identified two elements. The first 
was the tabu  which signifies something that is prohibited, forbidden, subject to rules and 
regulations, set apart ( Gatty,2009), which governs the discussion of or reference to sexuality 
among indigenous Fijians. In general, sexuality is a topic considered to be inappropriate for 
public discussion within the indigenous Fijian community and is seldom talked about. 
Reference to sexuality or anything associated with it. For example private parts or underwear 
is strictly prohibited among most categories of kin especially those of the opposite sex. All 
the Fijian words for the private parts are swear words, makes it much more tabu to even 
pronounce. 
 
This is in particular the case of veiganeni (brother and sisters; cousins real or classificatory) 
and veivugoni (uncles and in laws) who must show the greatest respect for one another. Only 
the veitavaleni (cross cousins of the opposite sex), can potentially marry and can refer to 
sexuality in each other’s presence. This is usually done in a flirting context through making 
dirty jokes and references. Two informants summarised what was many of the women’s 
discussions with me: 
“The trouble with us Fijians is the tabu business. We were not 
told anything. I did not even know that there is something like 
menstrual period. Just wake up one morning there is bleeding, I 
panicked and was told that it is a natural thing and will come 
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every month. Not given proper advice by parents. Learn most 
things through experimentation; this can put us at risk too.” 
(Teresia middle aged, 11th December, 2008) 
 
“Everything is tabu, I am angry with the culture. Everything is 
do not, do not, what can we do? Because most of us know the 
truth now, we should start talking about sex, sexuality and HIV.” 
(Tina youth, 22nd January 2009) 
 
These tabu increase women’s vulnerability by reducing their access to information.It 
increases risks as women cannot negotiate sex and condom use. The gender norms further 
exacerbate this. There is an expectation for women to be subservient to men as traditionally 
and morally acceptable. This has also been discussed in chapters 2 and 3. 
 
Similarly gender norms cast women as being primarily responsible for reproductive and 
productive activities within the home, in sharp contrast to men who are cast as primary 
economic actors and producers outside the home (WHO,2010).Such gender stereotypes 
account for women having less access than men to key productive resources such as 
education, land, income, employment. This limited access to resources significantly reduces 
the leverage women have in negotiating protection with their partners. In work on the link 
between women’s social and economic situation and women’s heightened vulnerability to 
HIV in other countries (Merten, 2007) economic and social dependence on men was found to 
strongly affect the willingness of women to address concerns related to sex. Because men 
provide economic support, women feel submissive to men’s needs and opinion and unable to 
negotiate safe sex and say no. 
 
Labour mobility and migration have long being recognised as social dynamics associated 
with the acquisition and transmission of HIV (UNFPA, 2010). By requiring the separation of 
couples for long periods of time, labour mobility and migration can make extramarital sex 
more likely, and consequently may increase the risk of contracting HIV. By accelerating the 
circulation of people, labour mobility and migration also contribute to the diffusion of the 
virus. In Fiji several of the first cases of HIV were recorded among police and military 
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officers sent to the Middle East and other regions on peacekeeping missions27
 
. HIV 
transmission then followed the sexual network routes of these officers, affecting their wives 
and their more or less occasional sexual partners who, in turn, transmitted the virus to other 
people. The prevailing culture of masculinity and the great freedom of movement that is 
granted to young men in the indigenous Fijian community impacts on both their risk of 
exposure to HIV and its spread and the issue of tabu discussing sexuality exacerbated these 
conditions one way or another. 
During my interviews most respondents described a link between nightclubs, alcohol and 
premarital or extramarital sex. In popular discourse, alcohol consumption is considered to be 
the only reason for women possibly forgetting their social obligation to both restrict sexual 
activity to within marriage and to respect the cultural and religious ideal of premarital 
virginity. At the same time alcohol is said to arouse irresistible sex urges in men who then 
want to try or taste, tovolea different girls28
 
. Young female informants discussed: 
“My village is just walking distance to the town. We have about 
five nightclubs now. Have more choices but the popular is the 
centrally located one. Men with only money go there” wow 
plenty of choices. There are always heaps of drinks until you are 
nearly dead. Because people are drunk, so damn drunk they do 
not even know who they’ve slept with and do this and do that. 
This is main risk to having infection.”(Aliti Youth, 11th 
December, 2008) 
 
The availability of nightclubs within the locality is also promoting more social gatherings 
activities amongst the village youths. The youth informant raising this concern is vital as 
alcohol consumption and men with money are two of the identified factors associated to 
increased risks of women to STIs and possibly HIV (Macmillan, 2011). 
 
                                               
27Data on the early history of HIV in Fiji come from anonymised statistics provided form discussions with key 
informants involved with HIV control 
28It is worth noting that other ethnic groups in Fiji do not drink as much alcohol and go to nightclubs as 
frequently as indigenous Fijians. 
135 
 
By blaming the loss of normal control by attending nightclubs and consuming alcohol it 
provides a socially valid and recognised way to justify sexual practices which do not conform 
to cultural norms and ideals. From my field work the influence of alcohol is even commonly 
invoked when it clearly has had no part in a problematic situation such as pregnancy in an 
unmarried couple or an elopement. Nightclubs are portrayed frequently as the most sinful and 
dangerous of places. Nonetheless, beyond popular discourses and representations, this link 
between nightclubs, alcohol and unprotected sexual activity seems to have a basis in reality as 
nightclubs had been a dating place for most of youth interviewed, and several women 
reported having sex while under the influence of alcohol29
 
.  
It was clear that through their intimate partners’ sexual infidelities, married women and 
women in a relationship are exposed to HIV in Fiji. However, various social realities combine 
to increase the risk and vulnerabilities of women to the infection. One of the difficulties is 
accessing economic resources. For women who have little or no education, work in the 
formal salaried job market is very difficult. Women with limited or no formal are often 
vulnerable to male control and domination (Macmillan and Worth H, 2011). In Fiji women 
must take a subordinate position or be submissive, they are expected to listen to and obey 
vakarorogo with their male partners. In case of non-compliance, men are culturally permitted 
to use moderate violence as a means of persuasion and maintaining authority over women. 
Although the use of force is not condoned under Family Laws act of Fiji for any domestic 
situation, traditionally, married women cannot charge their husbands for rape within 
marriage. Refusing is seen to imply negative meanings such as having an extra marital affair. 
Typical of many discussions held 
“Well men are men, what we can do. We just have to submit to 
please them. We just have to listen and obey or face the 
consequences. These days because of HIV and other sex disease, 
I am worried he might have other flings and bring the disease.” 
(Fine, 22nd Jan 2009) 
 
                                               
29It is also worth mentioning that several Suva nightclubs are ethnically segregated. For example: the Barn and 
Union club is considered to be the indigenous Fijian nightclubs; Oreilles & Traps for Indo Fijians and Signals is 
mostly Asiatic (including seamen working on foreign vessels). 
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“You just to know your men, his needs, his wants and his likes. 
We are all human beings. No one is perfect. For me I have learnt 
that before I lift a hand to point, I examine myself first. There 
are always two sides to the story. When flings around, it means I 
am not doing my job number 30
 
well.” (Mili, 15th Jan, 2009) 
Christian beliefs can also serve to create barriers to care or perceptions of personal risks. Sex 
and sexual desires became policed by the church and leadership. A lot of this has been 
derived from Augustine (354-430 AD) doctrine of the ‘original sin’ which presented sex as 
the cause of the expulsion of Adam and Eve from the Garden of Eden narrated in Genesis. 
Augustine declared that, sexual intercourse in paradise would have taken the form of ‘a gentle 
falling sleep in the partner’s arm and that lustful sex is the enemy of God. Christian ethics has 
developed hostility towards sex and sexual desires as an obstacle to spiritual salvation, 
chaining humans to their animal lusts (Jackson, 2012; Tuwere , 2009 and 1997).  
 
 Such understandings are reflected by many of my informants: 
“It’s good for the nuns and the priests, they are fully devoted and 
not to worry about intimate relationships. Fiji and the Pacific 
people are likened to an ostrich. We are telling the world that sex 
is a tabu, at the same we become victims of sexual lusts. 
Anyway sexual desire is a sin according to the bible but sex is a 
choice, that’s my belief” (Feni youth, 15th January, 2009) 
 
Women in STIs and AIDS Discourses  
Classified by social scientists, women are categorised as good or bad girls (Collins, 2008). 
The category of good girls encompasses the belief that a women must first be church ladies 
and uphold more traditional gender norms such as, must learn to be a good wife, after that a 
good motherland take on responsibilities of child rearing, caring and other chores and not 
only keeping the house clean (Collins, 2008).This belief generated multiple identities which 
intersect to influence women’s sexuality and HIV risk. 
                                               
30Male in fidelity is believed by the informants as the outcome of sexual dissatisfaction and not an act of lust.  
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The concept of bad girls is often related to prostitute with loose character. Because of this 
belief, prostitutes became stigmatised as also responsible for STIs, HIV and AIDS (Butt, 
2005). According to Jennaway M (1995 and 1993), one of the determinants of the African 
women’s greater susceptibility to HIV are the cultural stereotypes such as prostitutes being 
described  as “reservoirs of infection”.This discourse on HIV and AIDS either stereotype 
women as “vectors of infection” or ignores them altogether (Jennaway, 1996). 
 
In my study areas women informants described good women as those in the house and bad 
women as those on the streets. Other characteristics of good women were going to church and 
having strong faith in God and bad women as those that are loose in character (such as dating 
a man in public and being available for men’s sexual use).As one informant described, 
typically of many informants,   
“Women that stay in the house can’t get infected with HIV but 
those that go to the streets for sex can.” (Aliote, middle aged, 5th 
January, 2009) 
 
And another noted, 
“Who knows, women on the streets have other male partners that 
can spread the infection. Similarly other men can have women 
partners that can infect them. Women should just keep still and 
avoid multiple partners, this is dangerous.” (Kasanita, middle 
aged women, 5th March, 2009) 
 
 
 
 
Respondents discussed the link between disease spread and male infidelity, 
“At night when you go through the city streets, you will see 
prostitutes, qaiyarayara31 or saqamua32
                                               
31Qaiyarayara is a Fijian word for loose women wandering the streets. In such cases, there is no evidence that he 
or she is involved in the sex industry but people listen to hear say types of gossips. 
 at central locations such 
as the sea walls, Sukuna Park or along the main street, only a 
32Saqamua is referring to a professional prostitute. In this case, it is common knowledge that she is participating 
in commercial sex and is part of the sex industry. 
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few before. I am worried about them getting the sex disease and 
spreading it to innocent people. They should be protected; they 
should be tested, just to be on the safe side.” (Fine youth 22nd 
January, 2009) 
 
“They choose that life, no one force them. Right here in the 
village too. We do not need to go to Suva to see. They should be 
summoned at the village meeting; it is our business to protect 
our people especially the youths of today” (Akosita 15th January, 
2009) 
 
“They wait around the sea walls. That’s what they say it’s the 
Japanese or Korean fishermen. I feel so dirty. They should use 
condoms to protect them from infection” (Akisi youth 5th 
January, 2009). 
 
 
Many of the informants portray women as vulnerable to HIV infection because of biological 
susceptibility and men's sexual power and privilege.  
 
Informants discussed: 
“We should take precautions as women. Flirting and sleeping 
around is a man’s game. Yes, we are always on the receiving 
end getting pregnant, receiving infection, providing satisfaction. 
We just need to be strong and clever to say no” (Lutu, middle 
aged, 11th December, 2008). 
 
“I know a close friend who is always beaten up by husband. 
Every time we meet she has a black eye. But you know what; 
she is having children like one factory, one after another, a 
spacing of one year. She said she can’t resist her husband, she 
can’t tell him to use condom. He is not helpful. I just said, 
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Buna33
 
 it is your body and your life, take care” (Siliva, middle 
aged, 5th January, 2009) 
Conversely, heterosexual men are perceived as active transmitters of HIV but not active 
agents in prevention(Macmillan and Worth,2011).These researchers  noted that in many 
countries female sex workers became targets of testing and attendant criminalization while 
their male clients remained invisible(Macmillan and Worth, 2011). 
 
These perceptions may make women more or less vulnerable because they will not seek care 
to test and treat HIV because of label attached making them also at risk. 
 
Stigma Associated with HIV and AIDS  
AIDS Stigma has been defined as “any persistent trait of an individual or group which evokes 
negative or punitive responses” (UNAIDS 2011:13).According to Goffman (1963), stigma is 
the expression of health problems and the way communities react to this expression. Stigma is 
associated with negative thoughts and attitudes created within and among individuals about a 
person or group based on a prejudiced position. The “undesirable differences” and “spoilt 
identities” (Goffman, 1963: 7), that HIV and AIDS stigma causes do not naturally exist, they 
are created by individuals and communities.  
 
Parker & Aggleton (2003) discusses how stigmatization occurs in the context of social forces 
that are mobilised to create and maintain specifics dynamics of power. Stigma can result from 
judgemental opinions about undesirable differences from the “accepted” morals of society 
and prejudgments about behaviours that are considered to be forbidden, anti-social or illegal 
such as pre and extra marital sex, sex work, men having sex with men and injecting drug use. 
HIV builds on and reinforces earlier prejudices. It plays into and reinforces pre-existing social 
inequalities, especially those of gender, sexuality and race. They developed a framework in 
which stigma feeds upon, strengthens and reproduces existing inequalities of class, race, 
gender and sexuality and calls instead for new programmatic approaches in which 
the resistance of stigmatized individuals and communities is utilized as a 
resource for social change.Moreover, HIV and AIDS related stigma derives from some of 
                                               
33Buna is a casual woman’s name used to call a best friend. 
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the most elemental experiences of human existence such as sex, blood, disease and death 
(Parker, 2003).  
 
Similarly, in the traditional Fijian society, the cultural descriptions of HIV isattched to sex 
and disease and label it as mate ni veiyacovi34
 
, a cultural stigma which symbolises STI, HIV 
and AIDS as the disease of promiscuity and outcome of sin and dukadukali meaning very 
dirty. The common references to dukadukali and savasava, meaning clean has religious or 
theological underpinnings of cleanliness as Godly and un-cleanliness as sinful. Cultural and 
religious beliefs and values often make discussions of sexual practices, preferences, sexual 
desires, the number and type of sexual partners, and the use of birth control difficult. There is 
often a “cloak of silence” regarding anything sexual both culturally and through Christianity. 
Because of this continual suppression of shame and guilt, it is also exposing Fijian woman to 
other vulnerabilities. 
HIV related discrimination is one action that results from stigma. It occurs when a distinction 
is made against a person that results in their being treated unfairly and unjustly based on their 
actual or presumed HIV status. Discrimination also occurs when people belong to or are 
perceived to belong to a particular undesirable group.  
 
Some respondents discussed this: 
“Because of mischievous actions, they get the disease, what else 
can we say? I’m just stressed out hearing stories about who 
sleeps with whom. Young and old, no boundaries, it is a shame.” 
(Aliti youth, 11th December 2008) 
 
“Rumours spread in the village when the health people visited 
his house, it is different this visit, they had gloves, big theatre 
coats and masks. It’s not a normal visit. Everyone is talking 
about it. I am curious, I suspect it is something to do with HIV” 
(Mili pastor’s wife, 15th January 2009) 
 
                                               
34Mate means disease and veiyacovi is sexual contact. Mate ni veiyacovi is sexually transmitted diseases.  
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 “Litiana, you know that world disease HIV is right here in our 
village, my cousin has died of the disease HIV. We all know he 
had symptoms of slims disease. This disease is only for the big 
worlds, not us. Well, what can we say? He is alcoholic. He is 
still going to nightclubs and veiveisauganawatina, sarauta35
 
 
(Lesi, 22nd January 2009) 
Many reproductive health problems are not immediately obvious to others and may only 
become apparent through conversations and other means of disclosure. Vaginal discharges 
linked to reproductive tract infections may express themselves as in a range of bodily changes 
that could be stigmatising for example smelly or profuse vaginal discharge. This has served as 
signs of pollution and contamination, and as such they have also been associated with dirt and 
un-cleanliness (Jennaway M, 1996).  
 
  
Stigma and discrimination is also encountered when cultural norms and values conflict with 
actual behaviours especially with sexual practices such as transactional sex, men having sex 
with men, sexual abuse, child abuse, incest and even heterosexual intercourse. Thus stigma 
adversely affects the protection of women and children as well as compromising HIV and 
AIDS prevention and health promotion programs.  
 
Typical of discussion in my two communities were the following comments: 
“I think the thing that is stopping people from coming out public 
with their condition is the continuous labelling, gossiping and 
pointing fingers syndrome. This is affecting the attitude to seek 
care whether through traditional therapy or health centre care.” 
(Suka, 11th December, 2008) 
 
“For me if I am sick with any of the prolonged illness, I will just 
hide away somewhere. It’s not really the effects of the illness 
                                               
35Dukadukali meaning unclean and veiveisauga na watina, meaning keep on changing partners (can refer to 
wives and girlfriends),sarauta  meaning no wonder- he deserves what he is getting. 
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that will kill me, the pointing will drain me fast, and I’m scared.” 
(Akeneta, 22nd January, 2009)  
 
HIV disclosure is always a sensitive question. If someone reveals their condition, they may 
face stigma, discrimination and ostracism. This exacerbates the individual’s trauma in 
responses to the news of infection. However, if they do not reveal their HIV status, they may 
deprive themselves of the extensive support that family, friends and communities can offer 
(discussed in detail in chapter 6). Between the two extremes of total acceptance or rejection, 
there are also more subtle reactions to HIV, ranging from polite recognition, to pity and 
blame, which can nonetheless strongly impact on the experience of the infection. However, 
some of the respondents discussed their belief that there is a need to “reveal” HIV status. 
They referred to the risks to the communities if the identity of the people living with HIV or 
AIDS (PLWHA), is not revealed. 
 
 
They described: 
“I am confused between hiding the HIV status and my right to 
know. If this is continued, we are at vulnerable too because we 
do not know. Anyone out there can be HIV positive. It’s no 
longer safe to go to public places too. They should reveal so that 
we can live normally like human beings.” (Ala, 22nd February, 
2009). 
 
“Anyone can be a positive case; we just need to be alert. We 
don’t know. This is the fear that I have. The market place is not 
safe anymore even the church.” (Tokiklufe, 5th March 2009) 
 
“There should be some form of revealing. It is for our safety and 
their too. They are our own people and we are their relatives. 
The universal rule is not applicable in our Fijian society. I am 
sad, I am also angry about this. Something needs to be done.” 
(Tina youth, 22nd January, 2009) 
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Conclusion 
The indigenous Fijian women’s lives influenced by their gender roles and expectations affect 
their sexuality. Their gender roles limit their access to economic resources and active roles in 
decision making. The various ways in which female sexuality is culturally constructed have 
profound implications for the spread of STI as well as HIV and AIDS among women in Fiji. 
 
The church plays an influence role in the way they live and interact with one another and also 
play an agent of social control which can positively support them in reducing their personal 
risks caused by their own behaviours. But it can also reinforce risks they are exposed to such 
as inability to use condoms, being subservient to their male partners request for sex. 
Labelling and stigma is the cause of the secrecy surrounding the HIV illness. The rights of the 
PLWHA versus the rights of the communities are common debate. Fiji cannot be independent 
from the outside world and international declarations but the UN agencies should also respect 
there is no universal culture. 
 
Traditionally women’s roles as autonomous sexual beings is “tabu”. Being kept unaware of 
sex and negotiation is part of the cultural norm of a woman being virginal until marriage is 
linked to the pride and reputation of her family and clan. This collective ownership of a 
woman’s sexual body extends to her reproduction where the family owns her offspring 
especially male and her failure to reproduce is a collective failure for her tribe. 
 
Indigenous Fijian women are subject to sexualised stereotypes of good girls as church ladies 
and bad girls as promiscuous and the silent “bed culture” often invisible because of the 
cultural tabu. My informants described with concern the lack control and resignation they 
have in sexual relationships within marriage that can pose HIV risks. 
 
Condom use is a matter of accessibility and choice but it is the madua and mataku attitude 
that is really affecting those choices to be made public and this inhibits women’s access to 
health services. The older women were supportive of the traditional gender roles but the 
younger women suggested some change needed to be made to match the modern ways of 
living. 
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The findings suggest that HIV prevention activities must first acknowledge women’s sexual 
desires, needs for respect, intimacy and emotional support. Providers of services must be 
comfortable in discussing women’s sexual lives and the relationships between sex, sexual 
health, stigma and economic need of women.  The tabu linked to these discussions must be 
carefully navigated by health staff. 
 
Kalawaci ga na kau, warai na tamata provides a theme that you can step on a piece of log, 
but not a Fijian woman. It implies that although there are prescribed gender norms of society, 
Fijian women are valued and respected in their traditional society. Fijian women’s sexuality 
is communally owned by the family, the clan, the tribes and the “offspring” from this 
sexuality. The communal use of her sexuality to cement valuable relationships between 
families, clans and to care for her husband is her value. However, this subservient sexual 
roles place a Fijian women at risk from an infected partner whom she cannot deny or 
question, and vulnerable as she must maintain her position in family and tribe to access the 
benefits from her collective clan. 
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CHAPTER 6 Social Construction of 
STIs, HIV and AIDS among Indigenous 
Fijian Women 
Kukumatua36
________________________________________________________________ 
 is a Fijian saying mean to cling on and work hard towards achieving your 
goal in life. 
 
Introduction 
The discussions on gender norms, roles, vulnerabilities and relations in previous chapter 
highlighted the importance of understanding health and illnesses in the Fijian socio-cultural 
context. Fijian culture has its own explanations of health and illnesses (Ravuvu, 1987) and 
this is important to be understood and respected especially for Indigenous Fijian women the 
need to cling on in kukumatua. This saying from Tribe V symbolizes powerfulness and 
abilities to cling and pursue what they want. Kuku means sharp edge of a shell used for 
smoothing and cleaning pandanus leaf. Matua means fully developed, ripe and mature. 
 
Anthropologists have provided many definitions of culture, one of the most commonly used 
being “the complex whole which includes knowledge, belief, art, morals, law, custom and 
any other capabilities and habits acquired by man as a member of society. According to 
(Robertson, 1994), “culture consists of the beliefs, behaviours, objects, and other 
characteristics common to the members of a particular group or society37
                                               
36 Kukumatua is also the label given to women of Tribe “V” symbolizing powerfulness, outspoken character and 
abilities to cling and pursue what they want. Kuku means sharp edge of a shell used for smoothing and cleaning 
pandanus leaf. Matua means fully developed, ripe and mature. Further, Kukumatua can also mean sharpness and 
perseverance. 
”Thus, culture 
includes many societal aspects: language, customs, values, norms, mores, rules, tools, 
technologies, products, organisation, and institutions (Kottak, 2002). Culture is also viewed 
as a set of guidelines both explicit and implicit that individuals inherit as members of a 
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particular society, and that tell them how to view the world, how to experience it emotionally, 
how to behave in it in relation to other people, to supernatural forces or Gods and to the 
natural environment. So growing up within any society: “is a form of enculturation, whereby 
the individual slowly acquires the cultural lenses of that society” (Kottak,2002:27). Common 
socialising institutions are family, education, religion, work and health care. Therefore culture 
and society are intricately related. The socio-cultural beliefs, values and practices of the 
indigenous Fijian and the associated social structures in the Fijian society are discussed 
earlier in chapter 3.  
 
According to Helman, illness refers to disease or a period of being ill. Lay theories of 
illnesses place the aetiology or causation of ill health into one of the following categories:  
“1) within the individual; 2) in the natural world; 3) in the social world and in the; 4) in the 
supernatural world” (Helman,2000:3). A general understanding of the cultural beliefs, 
knowledge and behaviours related to STIs and HIV is necessary in order to understand the 
social construction of the HIV condition, or the definitions and perspectives of those 
experiencing health problems (Govind, 1990). According to Kirmayer (1992) in studies of 
illness representations, a terminal illness carries with it a range of symbolic associations that 
can have serious effects both on how sufferers perceive their condition and how other people 
behave towards them. 
 
This chapter focuses on analysis of informant responses regarding the Fijian culture, the 
cultural meanings of health and illness, and the cultural beliefs of health and illness in the 
Fijian context. Studying concepts of health and illness from conception through to death, it 
explores the importance of religion, traditional healers and healing practices, cultural 
meanings of STIs and HIV and beliefs about causation of these illnesses, and health seeking 
behaviour (HSB). It describes the culture of healing with a special emphasis on HIV and 
AIDS and the social construct of Fijian healing practices. The discussion will focus on how 
indigenous women define health and illness from indigenous Fijian viewpoints and 
perspectives. 
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Beliefs of Health and Illness in the Fijian Context 
There are many beliefs about health and illness in the traditional Fijian society. Each of the 
beliefs has a social explanation of the physical condition being concerned (Ravuvu, 1992 and 
1983). A common discourse amongst the Indigenous women is that their body size is a 
reflection of their status of health. Big, tall and good appetite are three criteria for good health 
while skinny, small built and loss of appetite for illness. Typical amongst all respondents in 
my study held the general belief that measures health against body framework: emphasis on 
body size, height, good appetite, fitness and uses these as indicators of an overall ability to 
overcome illness.  
 
Informants discussed: 
“My grandmother tells me that the physical beauty in indigenous 
Fijian women is expressed in good body build for the traditional 
jaba,38 she always says u sa totoka ni tawa tu na jaba meaning it 
is so beautiful to see women fitted with the jaba. Good health is 
to do with right body mass, good weight and physical fitness. If I 
am skinny, I am labelled with names such as musebe 39or 
reterete40
 
. I hardly get sick because I look after what I eat and 
watchful about my life style. I do my daily exercise and eat more 
vegetable diet” (Bale traditional healer, 22nd January, 2009). 
“In my tribe, women have to be fat and of good build. Look at 
me, I am big and lively. I eat well, and I love my food, warai na 
leqa, meaning no problem”(Viri elder woman,15th January, 
2009). 
 
Further the respondents described being healthy as: 
 
                                               
38Jaba is a formal cotton dress of Fijian women. This form of dress was imposed by the missionaries  
 (Gatty, 2009).In Modern day Fiji, a jaba is worn to traditional Fijian occasions. 
39 Musebe means skinny buttock. It usually provides a stigmatised type of label. 
40reterete is the tribal dialect word also for skinny or flat buttock. Both musebe and reterete are Fijian words 
used to label skinny women. 
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“Well in Fiji, so long as you are happy and eat well, this is good 
health. No illness, you can do the work and enjoy your life. This 
is healthy”(Mili elder woman, 15th January, 2009). 
 
“I am satisfied with my body size. I just know how to balance 
my eating and resting with physical exercise .I take more 
protein, vegetables and less of starchy foods. It helps. I have a 
fruit for breakfast, a balanced lunch and light meal for dinner”. 
Simple exercise such as walking and swimming is really good 
for me” (Feni youth, 15th January, 2009). 
 
“To me health and healthy is just eating the right kind of food, 
more fish and vegetables, less meat and sugar, just keep yourself 
happy and do not stress. Of course lifestyle too is important 
“Look at my build, from the waist down to the muna41 I hardly 
get sick or go to the doctor; I just take my Fijian herbs such as 
dalasika42
 
, and it helps with my appetite”(Akanisi traditional 
healer, 5th January, 2009).  
Such expression of beliefs about beauty is inherently Fijian because most Fijians are naturally 
big in size. To be big also symbolise wealth and affordability of expensive food and lifestyles. 
The Indigenous Fijian women body size and framework are also sources of labelling and 
stigma. In some cases this is because health messages link big size to un-healthiness and 
health risks. For others if one doesn’t conform, it can cause social ostracism.  
 
Typically they discussed 
“In my village, it is compulsory to wear jaba in traditional 
ceremonies. If you don’t, you will be told off either by a close 
relative or one of the village elders, misilaki (to be openly told 
off). Once I was told to cut my hair in buiniga styles (Fijian hair 
style). I feel so madua(ashamed), what else? It is part of the 
                                               
41Muna, meaning buttocks, rump, backside, bum. 
42 Dalasika, a Fijian herb of ginger species believed to have a cleansing effect on the body. Also known as 
layalaya (Lau), cagolaya (Colo East), dalasika (West),sago (Kadavu) drove and danidani in other parts of Fiji. 
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itovo vakaViti (Fijian culture or Fijian way of life).I don’t have a 
choice, I just need to listen and follow”(Veronika, youth 
respondent, 5th January 2009). 
 
Veronica’s statement implies conformity to the Fijian way of life and complying is important 
because it marks respect and obedience of the Fijian culture.  
 
 
“My story is worse. I am told to marry one of my distant 
cousins. I am scared, I am angry too because I do not know him 
well. I am told to agree to strengthen our family ties. It’s going 
to be an arranged marriage with full customary practice. Wow”      
(Aliti, youth respondent, 22nd January, 2009). 
 
“Why should I? This is my body, this is me. Why should 
everyone be telling me what to do and how to do it? We live in a 
free world. But this is Fiji, my tribe and my people. Need to 
respect the cultural norms”(Lesi, youth, 22nd February, 2009). 
 
The perspectives shared above confirmed that there is a certain way of dressing and special 
hair styles for Indigenous women. The dominance of societal norms can be intimidating for 
modern day Fijians.  
 
According to Ravuvu(1987), “there are things which all Fijians do, there are things which are 
confined to some areas, there are things which only some levels or categories of society are 
allowed to do, and there are things which are done idiosyncratically by individuals as part of 
their personality and are not representative of group behaviour” (pg.3). These features of 
communal ownership and communal responsibility in making life choices extend into choices 
about health and responses to illness. As Ravuvu (1983) pointed out, this communal culture is 
not dictatorial but born out of respect and strategic alliances to extended families and 
kinships. Acceptance of such communal decisions is seen as a mark of obedience and treated 
with reverence.  
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Both health and illness are seen as communal products and requiring a collective intervention. 
This perception applies to different events from the celebration of healthy births down to 
supporting in person. Informants discussed the cultural practice of care and support during 
times of illness and important occasions in life such as birth and marriage. 
 
Respondents stated: 
 
“My daughter in law just gave birth to a baby boy. It is our first 
grandchild. We informed our families on both paternal and 
maternal sides. Everyone came with gifts and food stuff to 
celebrate the fourth night”(Asenaca, chief’s wife, 22nd January, 
2009). 
 
“My uncle had a stroke last month and the whole extended 
families were informed and we visited. Some relatives came 
with traditional medicine, others just suggesting possible 
traditional therapies such as massaging, one cousin offered to 
organise with a medical doctor. One uncle suggested that we do 
veisosorovi it was done, what an emotional experience” (Viri, a 
woman elder, 15th January, 2009). 
 
Veisorosorovi is a Fijian conflict resolution to clear pathways and seek deliverance and 
healing.The Ai Soro is ritual apology and avoidance of punishment in Fijian dispute 
settlement ( Ravuvu, 1983) Veisorosorovi is usually performed between individuals, families 
and tribes when they have a disagreement (Hickson, 1975).The parties in conflicts arrange a 
forum where they come together and reconcile their issues. Traditionally, this meeting 
involves the exchange of cultural artefacts such as a whale’s tooth (tabua) and mats but 
modern Fijians also use kerosene drums, bails of materials, cartoon of soaps in seeking 
forgiveness. Fijians believe that the veisosorovi protocol of conflict resolution clears 
pathways and commands some form of deliverance and healing to the sick and the affected 
individuals. It also highlights the importance of families binding together and creating 
foundations to resolve family conflicts, restore relationships and create unity for the Fijian 
society as a whole. There is a communal responsibility to the management of any illness, 
including HIV and AIDS. Communalism is a deep ideological and character forming force in 
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the Fijian culture and it cannot be set aside or modified without extensive transformation of 
traditional institutions and social systems (Lasaqa, 1984). 
 
Many informants discussed their belief that the new type of chief structure, imposed by 
colonial administration, created confusion in the traditional leadership and that this has 
affected the harvest and is a major cause of illness to the people. This belief is embedded in 
the strong connection of Fijians to their land, which in turn links to health and its 
preservation. 
 
A typical discussion elaborating this was: 
“The main reason this land is having a lot of bad omen; is more 
to do with the leadership. See, we are having dryness in the 
harvests, our rivers and seas. It’s that particular family, they are 
not chiefly but their grandfather was the Provincial administrator 
in the colonial days. He had sought permission for the chiefly 
position to enhance his leadership but he played dirty tricks and 
formalizes this in paper. It’s affecting his generation too. They 
have this type of illness that essentially leads to paralysis. They 
should return the position it’s not theirs anyway. We know our 
chiefs and we respect them with awesomeness” (Asenaca, 22nd 
January, 2009). 
 
The participants in the participatory workshops continued the discussions about how the land, 
vanua has not been blessed because of the new type of chief. They explained how 
traditionally chiefs, turaga are from God. This bestows upon them supernatural gifts, mana 
that also blesses the land and its people.  
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Beliefs on Causation of Illness especially HIV and 
AIDS 
Given this belief system of curses and punishments for violations of norms, illness is seen to 
be a repercussion of breeching certain cultural norms leading to curse either on the individual 
or family. According to Ravuvu (1983), Fijian curses with supernatural elements are 
generally of two types. There is the curse of an ordinary individual who happens to be imbued 
with mana43 provided by the guardian ancestor spirit. The other type of curse is that of 
specialists in evil magic, known as tamata ligaca44 or tamata nakinakica45 or 
dauvakadraunikau 46
 
, sorcerers that inflict illness by the use of herbs or magic through evil 
intentions usually aroused through jealously. A chronic illness is an outcome of either the 
violation of cultural norms or a breach of cultural tabu leading to a curse. As a penalty, the 
person is most vulnerable to have a matenivanua, which presents either in a form of a chronic 
disease or terminal illness especially those without a cure. Similar social explanation has been 
offered to account for HIV, which links the condition to a curse, an outcome of some evil 
intentions from witchcraft or a penalty for the breach of cultural norms. 
Based on informant discussions, breaking tabu causes several common conditions such as 
soso (carbuncle), matenisuka (diabetes), and kalounidraki (slim disease). Soso (medical) 
carbuncle is one or more very deep painful boils that begin with a cluster of pimples. Some 
Fijians describe this as occurring mainly on the back and neck (Gatty, 2009). People from 
Tribe R also call it matenivanua. Similarly matenisuka (diabetes) was described as being 
caused by violation of cultural norms especially those relating to land and leadership. The 
most complex illness outcome discussed by the informants as caused by breaking social 
norms is kalounidraki,(slim’s disease).This term literally means “god of weather, and is said 
to come from inland Fiji, specifically from Ra and Nadi province on mainland Vitilevu. The 
common symptoms of kalounidraki were described by informants as:  
 
“…drastic loss of weight, loss of appetite, loss of hair, blurb vision 
and seeing piglets in dreams.”(Bale, 5th January, 2009). 
                                               
43Mana is blessings believed to be showered by the supernatural God (Kalou). 
44Tamataligaca- a person who does evil 
45Tamatanakica – a person with evil intentions 
46Dauvakadraunikau – sorcerers that inflict curses or illness by the use of herbs or evil magic. 
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“…a person who contracts kalounidraki has a black pig in their 
stomach that eats whatever the person eats” (Tai Akanisi, traditional 
healer, 15th January, 2009).  
 
Respondents believed that kalounidraki is most likely caused by sorcery and can only be 
cured by the tribal warlords.  
 
Some respondents linked HIV to kalounidraki: 
 
“HIV is an old Fijian slims disease kalounidraki that originates from 
sorcery and will require a traditional therapy for cure. It was said 
over and over again by some respondents that HIV and AIDS have 
similar signs and symptoms to kalounidraki (Akosita, 22nd January, 
2009) 
 
“When I was told about HIV, I knew it was kalounidraki; similar and 
the same in the presentation such as losing weight, losing hair, losing 
the urges to eat and other physical changes. It’s terrible. kalounidraki 
is cultural problem and requires a traditional therapy” (Akanisi, 
5thJanuary, 2009). 
 
  “Our neighbours daughter Vuso died of kalounidraki (slim’s 
disease). She used to going around with a man from Ra province as 
her fling and she cheated him. He had put a spell on her and she is 
losing weight, losing appetite, losing hair and eventually died from 
this. Her parents said that she was having many wild and peculiar 
dreams such as pigs and nits burrowing” (Sereana elderly woman, 15th 
February, 2009).“I think the cause of this STI and HIV is witchcraft. 
It is just jealously. They are putting a spell to blindfold these people to 
fall into the trap. I saw in newspaper that the first woman that was 
publicly revealed got HIV from her first contact with the husband. 
She was not a street girl; she was a church goer from the Seventh Day 
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Adventist. Unknowingly to her she was marrying a HIV positive” 
(Aliti youth, 22nd February, 2009). 
 
Mareta is referring to the fact that matenivanua (illness of the land) do not only affect people 
who have breached social norms and obligations. The “vu” (spirit ancestors) who cause these 
illnesses can also choose to punish their descendants. Dorothy Spencer in her book Disease, 
Religion and Society in the Fiji Islands (1941), is very clear on this subject. One very 
important element in the theories regarding matenivanua, is that not only the offending 
person himself may be punished by the vu, but his children and his children’s children for 
generations may also suffer as a consequence, until the vu has been appeased. In Mareta’s 
discussion (Interview, 15th Janury,2009),she evokes the fact that first born’s are particularly 
susceptible to matenivanua through their generation and bloodline bondage.In order to 
manage these health problems, the respondents described coping mechanisms rooted in 
tradition as being the only solution. These included: renewing family unity with the elders; 
seeking purification from the supernatural God; and bulubulu or veisorosorovi (seeking 
forgiveness) from the tribe. Bulubulu and veisorosorovi are traditional protocols of seeking 
forgiveness. Although the practices are similar in sentiments, in bulubulu, the party that has 
violated the cultural norms has to present cultural artefacts to seek forgiveness but in 
veisorosorovi, both parties have to exchange artefacts in seeking forgiveness.  
 
Informants provided examples of these practices: 
 
 “Go back to basics. Follow the rules and acceptable norms of 
society. It helps. No clubbing, no alcohol. That’s it, full stop. If 
you violate social norms, do the right thing and seek forgiveness 
from the elders, from God” (Mili pastor’s wife, 22nd February 
2009). 
 
 “We should just go back to the basics and try to revive the 
important aspects of the Fijian culture. Return the men’s and 
women’s house47
                                               
47The Women’s House and Men’s House were the building source of knowledge for culture and traditions in the 
traditional village set up. This is where young people are taught life skills ranging from puberty, personal 
 initiatives. Teach our children the basic skills 
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and enhance the traditional coping strategies” (Asenaca, 22nd 
January, 2009). 
  
“HIV infection is the punishment of sins. But it is not only sex as 
they say. There are other ways of getting HIV. We just have to 
keep our eyes open and do the right thing” (Seini youth, 11th 
December, 2008). 
 
“Any illness comes with some signs that are not normal to the 
body. Go first for medical consultation. Whether it is a wrath, 
ancestral bond or physical ailments. We must conduct bulubulu, 
seek conflict resolution to clear our pathways. I believe this is the 
way forward” (Mereani pastor’s wife, 11th December 2009).  
 
 
  Another informant said: 
 
“The trouble with HIV is that it is very secretive. We do not 
know who has HIV, very private. I am so sorry for their spirits 
when they die. I feel so emotional thinking about how they 
secretly encounter their pains, their body weakness, shove them 
in a quiet corner and die slowly. No, no, I can’t accept this. It is 
not the Fijian way.” (Aliti youth, 9th January, 2009). 
 
   Many discussed also the notion of violation of cultural tabu as a cause of illness: 
 
“One family are repeatedly dying of matenivanua. First it is their 
father, followed by eldest son, than daughter. They have built 
their house on tabu land. Same type of disease and same type of 
death, it’s unbelievable” (Tina middle aged, 22nd January, 2009). 
 
                                                                                                                                                  
hygiene, fishing, carving, sewing, knitting, village laws, in the name of the ”ideals” of a good boy and good girl 
preparing to go to the big world.  
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The women respondents provided three interpretations. The first was that acquiring HIV 
came through individual choices and decisions; the second, emphasized the role of chance 
and of individual responsibility; and thirdly was a context where no one really knows who is 
living with HIV and so one is inherently at risk.  
 
Mareta described one of these sorcery linked illnesses and the health seeking practice: 
 
“One of my relative had an illness where he was evil possessed 
and none of us could explain his condition. Whenever he is 
possessed, he becomes very violent and swears at us. When taken 
to the doctor, he was injected and we were told that it would make 
him sleep. Only then we realised it was not natural. Something 
was terribly wrong. We called our village elders and performed 
the bulubulu and he started to shout and physically manifested 
into dog barking. We were so alarmed and could not believe what 
we saw” (Mareta, middle aged woman, 5th January 2009). 
 
The predominant discussion about health seeking for this cluster of illness was traditional and 
only one respondent highlighted the need to seek hospital service first. When the discussions 
focussed more specifically upon reproductive tract infections, women also described the role 
of semen causing vaginal discharge and other gynaecological problems.  
 
For example, typical of many women, Kasanita said: 
 
“Some of us do not clean ourselves well after sleeping with our 
man. This can cause sickness to the baby bag and accumulate to 
cause vaginal discharge and sex infections” (5th March, 2009). 
 
One stated that having sex during menstruation a risk causing STIs: 
 
“I think having sex during menstruation can cause sexual 
transmitted infections. During this time the womb is fully open 
and having a sexual contact can cause infection especially to the 
baby tube and bag” (Titilia elderly, 15th February, 2008). 
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There were a range of explanations as to how semen and sex could cause these conditions. 
Many women felt that the majority of the discharges could only be experienced after one has 
been sexually active and only when one remained sexually active. Some women recognised 
that some discharge is normal to keep the vagina moist and to stop it from tearing during 
sexual intercourse. Most discussed how this normal discharge should be colourless, painless, 
no fever or itch: 
 
 “It is normal to have colourless discharge. To me it is a sign of 
fertility. We don’t have to have disease to have it. All women have 
discharge” (Alesi middle aged woman, 22nd February, 2009). 
 
Once a woman has discharge with any symptoms, it is no longer normal. 
 
Many informants discussed how the loss of cultural values and norms due to modernisation 
can cause illnesses including HIV and AIDS. Loss of control of one self, over the Fijian way 
of life and over family life were all attributed to the modernisation of traditional societies.  
 
“The European education has brought new ways and sense of 
living. Our children are speaking more English than Fijian. We 
are losing it. We need to go back to basics and revive the 
essential parts of our culture, we have now lost this” (Sereana, 
15th February 2009). 
 
“The city life has changed everything. Our children are not 
going to school. No school, no work. They are wandering the 
streets more than ever” (Walesi tribe V chief’s wife, 5th January, 
2009). 
 
A few were more specific in seeing some diseases, like HIV as having been deliberately 
brought in by white man to suppress the Indigenous populations.  
Such a view is also expressed by the elderly Fijian women: 
 
“HIV is a disease brought in by Americans during the events of 
World War 2, and was re-introduced by the colonial 
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administration. A few locations around the capital city were used 
as military bases. Our people were employed as casual workers, 
maids and cleaners” (Asenaca, chief’s wife, 22nd January, 2009). 
 
Linked to these practices of reconciliation with tradition, and with tribal obligations was 
Christianity. Many informants discussed how the illness or death of a relative is a time for 
contemplation and taking stock of one’s own actions both in relation to traditional beliefs and 
values and to one’s contractual commitments to Christian rules of morality. For example, they 
described how when someone dies, the cause of death is usually scrutinised not only in terms 
of the actions of the deceased in breaking tabu, but also of surviving close blood relations. It 
is generally believed that the punishment for a wrong doing committed by one’s relation is 
often meted out on other close blood relatives. If the correct cultural practices of “clearing” a 
wrong doing are not performed, the close family members will suffer further repercussions. 
 
Religion and perception of HIV 
According to Ravuvu (1983), many Fijians see the religion as a creation from God; Kalou48, 
in very much the same way as religion was given by their ancestral God; Kalouvu49
 
,who can 
both protect and punish, and who oversees what happens in the mortal world and the spirit 
world alike. Ravuvu defines this God, Kalou as the Supreme God who has three aspects: the 
supreme deity of the people’s earthly world, the patron spirit of the Christian church, and the 
God with the power to save, protect, pardon, reward and punish those who do not conform to 
the Ten Commandments. 
Typical of these discussions were conversations with Sereana, Alitiana and with Kasa:  
 “I just work hard, go to the garden, go fishing, and do my 
housework. Eat good food, have enough rest and have time for 
my daily prayers. God will protect me from any illness when he 
sees that I care about my life. The sad thing is the curses that 
follow us: the violations of traditional norms, the bad deeds of 
                                               
48Kalou- Christian God 
49Kalouvu-Ancestral Gods 
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our ancestors, they all have an impact on our general health” 
(Sereana elder woman, 15th February, 2009). 
 
“For me, I just believe when everything else fails, god will heal. 
My cousin had some kind of cancer and was told by the doctors 
that her days were numbered (like 3 to 6 months to live). He was 
taken to our church pastor and was prayed for. He is still alive 
today, like 15 years later (Aliti youth respondent, 22nd January 
2009). 
 
“The body is from God, healing is from God too. My 
responsibility is to look after my body. Keep fit and healthy. 
Doctors have the gifts of healing. Jesus is the healer” (Kasa 
middle aged woman, 22nd January 2009). 
 
The social explanations of health and illness are influenced by this belief in both the 
supernatural God and the ancestral God. Fijian youth also discussed similar concepts of 
divine healing as the intervention for the last stage of any illnesses.50
“I believe in the Supreme God in the last stage of any illness, he 
gives and he taketh. I feel more confident and positive to be 
guided by the biblical words during the time of illness”(Fine, 
youth, 5th January, 2009). 
 
 
Fijian women described their belief in the power of the biomedical doctor. They discussed 
how the body is a gift from God and the power to change, re-arrange and heal the body is a 
gift from God to the doctors and this supports their trust in the role of biomedicine. 
 
“If Jesus is in charge of the doctor, I am in good hands”  
(Mereani, Pastors wife, 15th January 2009) 
 
                                               
50This is based on the biblical teaching, that we should not serve any other God but the supernatural God, 
Yahweh- Ten Commandments (Holy Bible New International Version).The church is part of stigmatization too. 
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“If I had a terminal illness, first I would go to the medical 
doctor. I would take time to examine myself, like looking 
into the mirror. I would try to answer questions regarding my 
relationships with families, friends and my Christian life. 
First examining my relationship with God is paramount” 
(Makelesi, youth, 22ndJanuary, 2009). 
 
 
Central in their discussions is the belief that the body is a gift from God and that only God has 
the ultimate say over what will happen to the body. 
 
Health beliefs that HIV is a Reproductive Tract 
Infection (RTIs)  
Whittaker (1999) explored women’s perceptions of (RTI) symptoms in Vietnam, providing 
valuable insight into individual and community level beliefs and behaviours related to RTIs. 
Whittaker’s analysis discussed that one of the common symptom of STI is vaginal discharge 
which was seen by Vietnamese women as both a symptom as well as a disease. There was 
some perceived linkage of humoral categories of the body and its essences and fluids and 
energies, both in the progression of illness from normal to severe, and in their attributed 
cause. Changes in characteristics of the discharge signals the intensity of the problem. These 
changes include: colour becoming yellow green, fever, itch, presence of abdominal pain, 
weakened body and other body symptoms. Although different characteristics of discharge as 
signals of disease states and progression, similar constructs were identified from my work 
with Fijian healers and women. For example, Fijian healers had their own way of diagnosing 
and often linked to body temperature, body fluids and general observation of the physical 
body:  
 
“Salt or sea water is used here as a balancing agent to the body. 
The use of salt have traditional understanding that salt is a 
natural cleanser”(Akanisi traditional healer, 5th January 2009). 
 
Healers discussed several diagnostic questions in order to identify treatment: 
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“First I ask, is there any vaginal discharge? What the colour, 
how often do you see the discharge, what about the smell, and 
the texture? I always ask the colour of the discharge from clear 
fluid, to sticky white, mucous, or blood. If the discharge 
continues it can make the women feel weak. I always advise 
women to take warm salt or sea water bath” (Alanis, traditional 
healer, 5th January 2009).  
 
“I ask about the type of discharge whether it is clear watery, 
blood or mucous in texture. I also ask about the frequency of the 
discharge, whether daily, or weekly or continuous. The 
frequency of the discharge, the colour (clear white, yellowish 
butter type, blood), and the types of discharges confirms the 
severity of the illness. I usually refer to the doctor first and if 
medical treatment does not work, than I start with traditional 
herbs” (Akesa, traditional healer, 22nd January 2009). 
 
“In my case, I just focus on body balancing, hot and coldness of 
the body. I looked at the overall facial expression of the eyes, the 
tongue especially kubakuba ni ma (thick whitish colour of 
tongue). I give them instant dose of herbal remedies and refer to 
the doctor” (Bale, traditional healer, 5th January 2009). 
 
Healers discussed how severe vaginal discharge affects the strength of the body with the 
increased water loss. Untreated discharge may be associated with increasing weakness 
because of the increased water loss especially for women. There are some vaginal discharges 
that are normal. These normal discharges are discussed in relation to the normal women’s 
physiology, menses and childbirth.  
 
The main colours discussed by women and traditional healers are: clear, white (with 
variations of creamy or milk, muddy or cloudy, thick mucus, and red. In discussing STIs with 
my healer respondents, it seems STIs can be classified into 4 categories and the variables of 
interest were colour, texture and smell of the vaginal discharges (Table 10).The colour, the 
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offensive odour, the density, the duration of flow and the timing of the discharge indicated the 
severity of the illness. Similarly the informants described how the colour, duration, timing 
and thickness of the discharge and the level of offensiveness of smell as characteristics that 
reflect the severity of illness. 
 
Table 10: Reproductive Tract Infections 
 
Colour Odour Density Duration Timing 
Seriousness      
Normal White odourless Cloudy 
white 
Drop by drop 
 
Day 
Abnormal Whitish yellow Foul fishy Lime Clotted Day and 
night 
Severe Thick yellow 
slightly green 
Offensive 
fishy 
Foam without 
interruption 
Persistent 
and 
continuous 
Dangerous Reddish  Cough 
sputum 
 Persistent 
and 
continuous 
 
These had particular diagnostic names attached to the levels of severity (Table 11): 
 
“There are four different levels of STIs classified on severity, 
types and texture of the discharge, and offensiveness of the 
smell. They are called dogai; tona; macakerua and mate 
levu” (Bale, traditional healer, 22nd January, 2009). 
 
Informants also discussed that dogai is a term used for those that have a premature sexual 
contact with a much older person. It can be an older man or older woman. This is commonly 
referred to fourteen and fifteen year olds and tona is a Fijian term for venereal disease. The 
respondents believed that the complications of tona are HIV or untreated tona leads to HIV. 
Both tona and HIV are STIs. However, most of the informants refer to kalounidraki as a 
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physical manifestation of HIV. This is the reason why some of them discussed that HIV is an 
old disease coming back with a new name.Macakerua refers to any complications of 
untreated STIs and matelevu  is prolonged STIs. 
 
Table 11: Indigenous Fijian terms for the levels and specific symptoms of STIs 
Vernacular Specific symptoms Seriousness 
1. Dogai White discharge Mild 
2. Tona White discharge; puss ; bleeding; foul 
smelling 
Moderate 
3. Macakerua Thick discharge; white tongue; oral 
thrush, mouth ulcers, yellowish 
discoloration of the skin in some 
cases 
Serious 
4. Mate levu 
matenivanua  
or kalounidraki 
Thick and frothy white discharge; 
offensive smell  
Very serious 
 
 
Many of the healers interviewed elaborated upon: 
“Dogai is a sexually transmitted infection commonly attributed 
to having a premature sexual relationship with an older partner. 
This can either be an older woman with a younger male or an 
older man with a younger female partner. There is the belief that 
there is a mismatch in their fluid and human body physiology 
during the sexual contact leading to dogai” (Bale, traditional 
healer, 11th December, 2008). 
 
“The basic signs and symptoms of dogai are: general weakness, 
loss of appetite, burning sensation and painful passing urine for 
men. It is usually the pain in passing urine for men that would 
urge them to seek help. For the women it is when they start to 
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have foul smell at the latter stage of the infection that would 
drive them to seek help. I usually advise to get the partner and 
advice on the need to repeat sex and I provide herbal medicine 
with certain food tabu has to be taken for four nights without 
fail” (Akanisi, traditional healer, 5th January, 2009). 
 
“Everyone of us have a sense of responsibility to figure out the 
cause of illness followed by attempts to seeking help my last 
dogai case, was very bad. She could not walk and was confined 
to bed. Her partner was feeling very sad about this and offered 
help to collect the herbs from the forest. He informed his family 
and they presented their ibulubulu, to the girls family” (Akesa, 
traditional healer, 22nd February, 2009). 
 
“Tona has a complex symptom with thick and offensive 
smelling discharge which can be passed through the penis in 
passing urine for men or as vagina discharge in women. The 
men will usually present with the signs first especially painful 
urination. Women with painful stomach” (Akanisi 5th January, 
2009). 
 
  Another traditional healer explained macakerua as: 
“The symptoms here include: thickness of tongue or mouth 
thrush called kubakubani ma; skin rashes or sores called” 
varavara”,loss of hair, loss of weight, stressed out, slightly 
confused and etc” (Bale, traditional healer, 15th January 2009).  
 
Healer informants describe kubakuba ni ma as thickness of tongue affecting the taste bud and 
loss of appetite. The physical effects can present headaches and migraine, kidney disease with 
fluid retention, loss of weight, hair, and loss of taste buds and feeling of nauseated. Also 
discussed varavara as skin sores and mate ni vanua as illness derived from violating the 
norms of the land and. 
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The most serious level of STI was described as either matenivanua or kalounidraki. 
Matenivanua is likened to a terminal illness. Mate means illness and vanua means land so 
matenivanua is illness connected to violation of the cultural norms of the land: 
 
“Yes, matenivanua in my tribe is the common carbuncle. It is a 
deep boil type wound that can reach and affect the bones. It is 
very painful and bad smell. It can poison the body and cause 
death” (Akesa, traditional healer, 22nd January, 2009). 
 
“With kalounidraki (slims disease), the human body systems 
have shut down; there is total loss of appetite, loss of weight, 
loss of hair, shortness of breath , swelling of face and both legs. 
In cases of kalounidraki, there is dreaming about pigs or lice 
burrowing under the skin. To us as healers, this is the final stage 
of life and is very scary” (Akanisi, 5th January, 2009). 
 
“The physical effects can be headaches and migraines, kidney 
disease with fluid retention, loss of weigh hair and loss of taste 
buds and feeling of being nauseated. Because of the belief that 
the Fijian kalounidraki possesses signs and symptoms similar to 
the western diagnosis of HIV and AIDS, both HIV and 
kalounidraki, falls into the 4th stage of STIs” (Bale, traditional 
healer, 22nd January 2009). 
 
The traditional healers further discussed the underlying “humoral” nature of these 
“syndromes”: 
 
“The causes of illness can be grouped into four major 
categories:1) blood, hot and wet; 2) yellow bile, hot and dry 3) 
phlegm, cold and wet and 4) black bile, cold and dry” (Akesa 
traditional healer, 11th December 2008). 
 
“There are three kinds of secretions: waica vulavula (whitish 
discharge; can either be clear or thick mucus fluid) and wai nana 
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dromodromo (thick yellowish discharge) se waiboi (foul smelling 
discharge, thick combination of puss and blood). It is not a 
normal thing to have vaginal discharges especially those with 
foul smelling odour. Very embarrassing if the smell is so 
offensive”(Akanisi, traditional healer, 22nd January 2009). 
 
“Discharge of blood from a sick body will cause hotness inside 
the body but sweating on the outside. Yellow bile usually through 
vomit causing loss of appetite, Phlegm mostly through coughing 
sputum causing cold, shivering body and profuse sweating and 
black bile is usually through stool discharge and is the sign of 
vakavodo51
 
”(Bale, traditional healer, 11th December 2008). 
The type of infection and perceived cause determines both the treatment sought by women 
and treatment provided by healers (Table 12). 
 
Table 12: Levels of STIs and Specific Treatments 
 
 
            
 
 
 
 
 
 
                                               
51Vakavodo means the final stage of life. Usually at this stage of illness there will be swelling on both legs, 
shortness of breath and difficulty in breathing, total  loss of appetite and sleepiness. Vodo means boarding. 
Specific Treatments 
Levels of STIs Herbal Traditional Biomedical 
1. Dogai +  + 
2. Tona  + + 
3. Macakerua  + + 
4. Macakelevu  + + 
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Traditional healers discussed how: 
STIsas infected blood with mucous secretions, the 
respondents, talks about the treatment in terms of cleansing 
the secretions. Herbal treatments given are those that have 
cleansing effects” (Akesa, 22nd January 2009). 
 
Based on the interviews HIV was described as a matenivanua, an illness that results from a 
breach of rules or norms pertaining to the “way of land”, vakavanua and is inheritable. Many 
Fijians have associated HIV to curses or penalties for violation of cultural norms. 
 
As one informant said: 
“No to me, an illness like HIV is part of the generation bond52
 
, 
some people are just unfortunate… they become victims reaping 
the consequences of their ancestral deeds. The curse repeats 
itself over the generation, so sad.” (Miliana, Methodist pastors 
wife, 15thJanuary, 2009). 
This quote also reflects a common belief that the wrong doings of ancestors will pass on 
through the generations referred to as the generation bond or bondage. This is linked to a 
biblical reference that the bondage will continue until at least the 5th generation (Holy Bible, 
Deuteronomy 28: verses 41-46). 
 
These discussions illustrate how many of the informants believed HIV is the latent 
manifestations of wrong doings filtering through the generations and affecting people either 
by choice or chance. The most common interpretation of HIV acquisition was that it was an 
infection sent by God because of sins. Most of the respondents believed that God, in sending 
us a disease like HIV, wanted to teach us something. This drifting away from God may be 
through behaviours such as not having gone to church regularly or poor conduct such as 
going to night clubs, drinking, smoking or having multiple partners. For many women HIV 
was seen as a call from God for people to return to the right path. Typical of many 
conversations, women said: 
 
                                               
52Generation bond: there is the belief that the wrong doings of ancestors will pass on the generations. Biblical 
understanding that this will affect at least until the 5th generation ( Holy Bible,) 
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“This time, we need to recommit ourselves to God and I knew 
what the bible says” anyone that applies to Christ all the odds is 
gone53
 
. We have got the spirit and the body. Everything has to 
change. If we do not change, then getting a disease like HIV is a 
repercussion for our stubborn attitude and wrong actions.” (Tima 
middle aged woman, 22nd January 2009). 
“I think HIV is the punishment of sin for not doing the right 
thing; there is a breach of both the Godly principles and the 
cultural norms. This is also my belief.” (Akeneta, 15th January, 
2009). 
 
Any disease which has prolonged effects is also seen as the violation of a tabu leading to 
penalties or curses either to the individual or his and her family to any matenivanua.Because, 
matenivanua is thought to only be healed by the traditional vanua approach.  
 
Informants interviewed described this: 
 
“In my family, we treat matenivanua by using leaves to cleanse 
and heal the sores. The reactions are unexplainable but I have 
seen people being healed” (Virisila,15thJanuary, 2009). 
 
“For my clan, we give medicine for matenivanua; it is a cocktail 
of 14 different plants. It combines either the roots or stalk of 
each plant and is drunk for four nights. There is no scientific 
explanation to this but I have seen healing taking place” (Akesa 
traditional healer, 11th Dec, 2008). 
 
“My mother told me before she died that this healing powers we 
have is family owned and cannot be obtained through formal 
training. We have to use this to bless and not to curse people. 
She emphasized that the protocols needs to be followed for 
                                               
53 Reference to 2 Corinthians 5: 17” therefore if anyone is in Christ, he is a new creation, the old are gone, the 
new has come (  New Testament of the Holy Bible, New International Version ( NIV). 
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healing to take place because the side effects can be multiple. I 
am scared and I take this advice with caution” (Bale, traditional 
healer, 22nd January, 2009). 
 
Within the Fijian culture, it is also believed that any matenivanua and 
matenivanualevuinvolve the spirit world that both control and influence the mortal world” 
(Ravuvu A, 1983). The vanua approach is required and combines traditional conflict 
resolution and reconciliation amongst families and kinships to lead to restorations and healing 
as positive outcomes. 
 
 Not all healers have skills in healing illness of supernatural in origin: 
 
“There are two main types of healers: the generalists54, and the 
specifics55
 (Tarisi traditional healer, 22nd February 2009).  
. You just have to know which one to go to. The 
traditional medicine and therapy needs to match with the signs 
and symptoms for healing to take place”  
 
“Any illness that is supernatural in its origin is derived out of 
sorcery, this is most difficult for me to handle. As a healer, I 
make my own diagnosis and when I know that it is not within 
the scope of my healing gift, I honestly say so and I refer to 
healers with specific supernatural gifts. Some people are just 
wasted with death because they are not connected to the right 
healing therapy” (Bale traditional healer 22nd January 2009).  
 
In addition to formal traditional healing processes, the balance of one’s life with traditional 
values and beliefs, and the status of relationships between individuals, within and between 
groups, and the individual and his physical environment, and with the land itovovakavanua 
(customary practices or habit in the nature of the land) (Ravuvu,1983). In Fijian culture, 
people acknowledge an inherited responsibility to care for their immediate blood relatives, 
                                               
54Generalist refers to traditional healers who have indigenous knowledge of healing that is family owned and 
passed on from one generation to another. 
55Specifics are those that have special abilities to possess certain healing powers 
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and to a lesser degree all consanguineous and affinal kin irrespective of generation and local 
group affiliation. The wider one’s social network, the more one feels assured of being cared 
for and secured, that one will not be alone, or lacking support during any life crisis especially 
illness. However, to be assured of such support, the person is expected to carry out his/her 
traditional obligations or duties to other kinsfolk or to the vanua as the physical embodiment 
of one’s identity and belonging as a whole (Biturogoiwasa, 2001; Durutalo, 1997; 
Nayacakalou, 1957).This itovovakavanua, makes an Indigenous Fijian feel obligated to care 
and support of relatives in need. This reference of need applies to all illnesses or any form of 
life crisis such as disability, separation and divorce and is a common characteristics of 
communal societies. 
 
The term vanua, has physical, social and cultural dimensions, all inter-related. It means not 
only the land areas with which the people are identified, but also the cultural and social 
systems; the people, these traditions, customs, beliefs and values together with other 
institutions established to achieve harmony, solidarity and prosperity. The social and cultural 
dimensions of the vanua provide security and confidence, belonging and identity within a 
particular territorial area in which the group roots are established, in which they or their 
forebears were born and brought up. The vanua spiritual dimension provides the people with 
a source of mana (magic) or power to affect things. It is where their ancestors preceded them 
and where these spirits linger and watch over the affairs of those who follow (Durutalo, 
1997). The vanua contains the actualities of the people’s past, and present and the 
potentialities of their future and it is an extension of the concept of individual self and groups 
self (Ravuvu, 1992). There is a strong triad that links the living people, the spirit world of 
dead ancestors and other cosmological entities. This is also the basis of healing in the 
traditional Fijian society. 
 
 
Healing beliefs and practices 
There is a major role for traditional healers in the presentation of health and the treatment of 
ill-health. Traditional Healers are individuals specialised in forms of healing which are either 
secular or sacred, or a mixture of the two (Helman, 2000). These healers are not part of the 
formal medical system but occupy an intermediate position between the popular and 
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professional sectors. There is a wide variation in the types of healer found in any society, and 
the most common types of Fijian healing therapy are herbal medicine, massage, bone setting 
and midwifery.  
 
Traditional healing and cultural practices are tradition based and reflect indigenous 
communities’ cultural and social identity (Traditional Women Natural Therapy Association, 
2000). These practices manifest the collective wisdom and culture of indigenous peoples. The 
knowledge is usually imparted orally through generations, visually, by imitation, or in 
performance and as discussed by one traditional healers a living heritage that is continuously 
evolving (Tai Akanisi, Traditional Healer, 5th January 2009).  
 
Fijian medicine (wai ni matevakaviti) was the first option sought by Indigenous Fijian women 
to regain their health. Several of the interviewees still resorted to traditional medicines for 
preventive purposes or to treat minor symptoms or illnesses. 
 
Fijian traditional healers are referred to as daurairai56
  
, meaning they have supernatural 
powers to perform healing. The daurairai is a person who foresees the future or reveals facts 
of the past while in a trance known as daukilakila (herbalists) in some parts of Fiji (Gatty, 
2009) their practice focuses on traditional medicine; dau vakasucugone (traditional 
midwives) and dausema sui (bone setters) which include both massage and herbal medicine 
(Tai Bale, Traditional healer, 22nd February, 2009). There is often a combination of traditional 
healing practices with Christian ceremonies.The practice these days that after the Christian 
prayer and a bowl of kava with some ceremony, the sage reveals the needed information. 
Traditional healers hold a status that is highly respected amongst Indigenous Fijians. Healers 
therefore do not offer their skills; there needs to be a special traditional form of request for 
healing to take place. Individuals or the family of the sick need to present cultural artefacts 
such as tabua (whale’s tooth), waiwai (perfumed oil), yaqona (kava roots), ibe (mats) and 
other objects of reverence using kinship connections as a link to harmonise the traditional 
requests (Ravuvu, 1987).The indigenous knowledge and traditional skill is believed to be 
family owned and is passed through oral tradition. As one healer interviewed explained: 
                                               
56 The daurairai’s role can be misinterpreted with the dauvagunu which is a traditional medium to the spirit 
world or counteracting as witchcraft. 
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 “We do not go through formal school, healing is a gift from 
God. The knowledge is family owned and is washed from one 
generation to another, our services are free and we treat our 
work with awesomeness and reverence” (Tarisi, 22nd February 
2009). 
 
A survey conducted by Wainimate (2000), revealed that some of the healer families maintain 
documentation of healing knowledge on old pieces of rags and papers from ancestors. There 
is a general belief that stored this was the knowledge is more sacred and powerful. Even if the 
knowledge is pirated, the power of healing does not go with it unless there is a formal 
approval from the owners of knowledge. Furthermore, those who pirated the knowledge will 
encounter some form of bad omen: curses that may cause illness, mental health symptoms or 
a general curse that will go on for generations (Ravuvu, 1992). 
 
Two elements of beliefs in Fijian supernaturalism are the concepts of tabu57 and mana58
 
 
which re-enforced each other. An object which is considered tabu is believed to be either 
imbued with supernatural power or protected by it. Mana is the form of magic or good omen 
that is bestowed upon special deeds. The belief in supernatural sanctions for violation of 
social boundaries and norms remains pervasive in healing practices and health beliefs as 
presented by all in the informants’ responses, even the youths although some scepticism 
expressed by the younger generation.  
For health conditions with a supernatural or sorcery link, the help of healers that possess the 
gift of connecting to the ancestral world, called bulu,59
 
 is the most practical option. Herbs are 
commonly used in this practice. For example uci and moli karokaro (lime) leaves (Figures 16 
and 17), have powerful scent smell that is believed to drive away the evil spirit and the two 
leaves totodro and botebotekoro (Figures 18 and 19) to cleanse the body of harm.   
One Traditional healer respondent discussed her role in this field: 
 
                                               
57Tabu- has both the idea of sacredness and also that of prohibition. 
58Mana- is the power to effect. 
59Bulu- refers to the spirit world; usual reference to the underworld. 
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“I use certain types of herbs to drive away evil possession. I just 
scatter the leaves of herbs such as uci, molikarokaro around their 
rooms and beddings. I also mix herbs such as totodro and 
botebotekoro for drinking” (Akanisi traditional healer, 5th 
January, 2009). 
 
 
Figure 16 :Uci 
Scientific Name: Euodia hortnesi 
Figure 17: Moli karokaro 
Scientific Name: Citron medica 
 
(Source: Wainimate, 1997) 
 
 
 
 
(Source: Wainimate, 1997) 
Figure 18: Totodro 
Scientific Name: Cintella asitica 
Figure 19: Botebotekoro 
Scientific Name: Ageratum conyzoides 
 
(Source: Wainimate, 1997) 
 
(Source: Wainimate, 1997) 
 
 
The healers interviewed provided other information on uses of traditional medicinal plants 
although guarded in providing too much detail. Many of these formulations were linked to 
specific symptoms (Akanisi, 5th Jan, 2009; Bale, 5th Jan, 2009; Akesa and Akeneta, 22nd Jan, 
2009). 
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Kura (Figure 20) commonly used for cleansing of the digestive systems 
Wabosucu (Figure 21) stress and shortness of breath 
Coqaloqalo (Figure 22) cleansing of the urinary systems, bladder and kidney 
Wi (Figure 23), thickness of tongue in macake 
Tavola (Figure 24) thickness of tongue and loss of appetite 
Guava (Figure 25) any case of diarrhoea 
Dalasika (Figure 26) treat colds, indigestion, stomach ache, bladder trouble, blood 
pressure complaints, diabetes, oral thrush and mouth ulcers 
 
 
Figure 20 : Kura 
Scientific name :Morinda citrifolia 
Figure 21 Wabosucu   
Scientific name: Mikania micrantha 
(Source: Wainimate, 2000) (Source: Wainimate, 2000) 
Figure 22: Coqaloqalo 
Scientific name: Commelina diffus 
Figure 23: Wi 
Scientific name: Spondias dulcidulcis 
 
(Source: Wainimate, 2000) 
 
 
(Source: Wainimate, 2000) 
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Figure 24: Tavola  
Scientific name: Terminalia catappa 
Figure 25 : Guava 
Scientific name: Psidium guajava 
 
(Source: Wainimate, 20 
 
(Source: Wainimate, 2000) 
Figure 26: Dalasika 
 Scientific name: Zingiber zerumbet 
 
 
(Source: Wainimate, 2000) 
 
 
 
Decision about which medicinal herbs or plants or combination to use is linked to the 
symptoms presented or elicited by the healer. Examples of this process were described in 
interviews: 
 
“I look for signs and symptoms presented by the victim and I 
always ask, do you have kubakuba ni ma, thickness of tongue. I 
also observe the eyes, hair, skin texture and their feet.” (Akanisi, 
traditional healer, 5th January, 2009). 
 
 “I concentrate on the urinary tract and reproductive systems: 
any pain in passing urine? Any pus discharge, any vaginal 
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discharge? Any pain, headache, stomach ache and fever.” 
(Akesa, traditional healer, 11th December, 2008). 
 
“A treatment called “V3” or veitokoni e lewe tolu60
 
, a 
preparation made of kura (noni), budamu (red coconut) and 
qaliki (garlic) that “promises freedom, healing and relief from 
cancer, hypertension, heart disease, diabetes, arthritis, ulcers, 
depression, migraines, venereal diseases (VD), HIV and AIDS, 
obesity and also the rest of the diseases of civilization.” 
(Mereani, pastor’s wife, 11th December, 2008). 
A second category of treatment could be described as “hybrids” since they combine spiritual 
healing and elements of Fijian medicine. This was the case for the treatment of the syndrome 
called Marama ni Vada (the woman servant) which consisted of the Christian blessings of the 
coconut oil which was then drunk according to Fijian medicine conventions. It was also the 
case for the treatment prepared by the Loloma group. Loloma means love. It seems possible 
that the Loloma treatment has changed over time (Gatty, 2009).This treatment consisted of a 
Fijian traditional medical formulation, said to kill HIV which was drunk from Friday to 
Sunday in remembrance of the days of the crucifixion and resurrection of Jesus Christ. 
Specific Bible verses were also recited beforehand. This was followed by the second medical 
formulation, wainiwasawasa (deep sea water), which cleansed the body of the waste created 
by the attack of the virus. The latter, a common medicine of the Fijian pharmacopoeia used 
for cleansing especially the bowels), had to be taken for four days, the normal length of most 
Fijian medicine treatments. A special paste used for the treatment of soso (carbuncles); drawn 
out of weleti (pawpaw) stalk bark (Figure 27). 
  
                                               
60 Combination of 3 medicinal therapies prepared for different types of medical ailments. 
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Figure 27 : Weleti 
Scientific name: Vularia papaya 
(Source : Wainimate, 2000) 
 
The third type of treatment combines massaging therapies, food sanctions of kakana 
damudamu (red in nature such as octopus, crabs, prawns and etc.) for a certain number of 
nights or weeks and tabu (such as not to have any sexual intercourse for a defined period).  
Often use of the combination therapy was linked to violation of social norms such as not 
respecting parental wishes regarding marriage partner or due to an “inherited” curse eg.  one 
women described an infertility  curse that has affected her extended family for two 
generations due to possible wrong doings in the past.  
One informant described this healing treatment: 
 
“Initially, when I was diagnosed as having diabetes, I thought it 
was more like a curse. I actually went against my parents and 
tradition to marry my husband. Because he comes from the 
warrior clan, my parents did not appreciate our marriage because 
I come from a chiefly background. My family thought that I 
should marry someone within my rank, and I thought no. I left 
home and I married him. Having diabetes is also generation 
bondage because both of my paternal grandparents are 
diabetic”(Suka, 11th December, 2008).  
 
Some common signs and symptoms attributed to HIV were: kubakuba ni ma (thickness of 
tongue leading to loss of appetite), loss of weight, varavara (skin rashes), loss of hair, 
vakaiqaloqalo (oedematous or puffiness), wild dreams especially about pigs burrowing, and 
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shortness of breath. Traditional healers interviewed often discussed common treatments of 
these symptoms, and how they combined these as treatment for AIDS. 
 
 
Health Seeking Behaviour  
Parker (2000) and Andersen (1995) identified two broad frameworks for looking at health 
seeking behaviour. First is the pathway model, which describes the steps of the process from 
recognition of symptoms to the use of particular health facilities. This method attempts to 
identify a sequence of steps, and looks at social and cultural factors which affect this 
sequence. This had been primarily the anthropological approach, with qualitative methods of 
investigation. The second is the determinants model, based on a more biomedical and 
quantitative approach where the focus is on outlining a set of determinants which are 
associated with the choice of health service. Both models are helpful and illustrate that both 
approaches will be needed to better understand health seeking behaviour (Andersen, 1995). 
Health seeking behaviour in context suggests a complexity and cultural specificity of the lay 
meanings and behaviours associated with STIs (Ward, 1992). Even where symptoms are 
recognised in health related terms, decisions about when, where and how to seek help and 
treatment will depend upon cultural norms and social circumstances. In addition to factors 
associated with culturally based systems of knowledge, beliefs and practices, there is a wide 
range of other factors which shape health seeking behaviour such as the social, natural and 
financial capital (Patel, 1994)  
 
Discussions with my informants revealed different patterns of health seeking behaviour. 
There were differences between age groups, health problems and perceived causes. The 
following illustrate these decision points: 
 
“I would go to the village healer first. They have their contacts. I 
prefer to go to women healers for any reproductive health issues 
especially with vaginal bleeding or vaginal discharge” (Lesi, 
youth, 22nd February, 2009). 
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“Don’t take the risk, when you are sick, go to the medical 
practitioner. Diagnosis is better handled with the medical doctor, 
that’s my view” (Tokilufe, youth, 15th February, 2009). 
 
“I prefer to go to the doctor first and consult. But the problem 
has been having male doctors in our health centre. Yes, I also go 
to the church pastor to seek religious advice. I will also go to the 
healer if the medical treatment does not work. Every time I 
always seek second opinion from my parents or elders” (Tima, 
middle age woman, 22nd February, 2009). 
 
“In my tribe most of the healers are women, very rarely we have 
men healers especially with reproductive health issues such as 
swollen breasts, irregular bleeding. I have no difficulty accessing 
their services. Because they are gifted, they have a lot of 
commitment and patience in doing their healing work. Going to 
the bushes to get the herbs and attending to the cases 
individually”(Siliva, middle aged, 5th January, 2009). 
 
“For me when I am sick, I consult with the identified healer first 
before going to the doctor. I like to explore some herbal 
treatments which are said to have minimal side effects. The 
cleansing herbs are vital, I just mix, sieved and drink, and that’s 
it. I expect to encounter some reactions overnight, usually with 
mild loose motions. I feel safer with herbs than penicillin but I 
always make sure to consult with our area doctor if the condition 
persists, I just keep my faith in God always. God 
knows”(Varisila, middle aged woman, 22nd January, 2009). 
 
“I believe in the natural, I’m scared to take the penicillin tablet 
or any other drug, I saw my cousin reacted to the tablets and she 
was scratching and scratching, then skin rashes and the next 
thing was, she could not breathe. No one knows what to do and 
we have to rush her to the emergency unit at the hospital. Lucky 
180 
 
her, we nearly lost her. She tells me she has some eyesight 
problems now and she believes it’s something to do with that 
reaction, wow?” (Salome, 15th January, 2009). 
 
Some were afraid of potential adverse interactions of these herbal medicines with their 
hospital prescribed medications especially commonly used antibiotics such as amoxicillin. 
This fear as the stemmed from general practitioners directives: Typical explanations were: 
“I think I’ll stick to the tablets because they told me it’s better to 
stick to the tablets rather than taking the Fijian medicines. You 
know, it might affect my body. Yeah” (Ala, middle aged 
woman, 11th December, 2008). 
 
“My family says, sometimes they say.” You can just drink that 
medicine”, you try that, try that,” And I tell them” See. I am 
scared to take Fijian medicine with the hospital medicine. I am 
worried about the possible reactions. I always tell them like that 
and they say Okay” (Seini, middle aged woman, 11th December 
2008). 
 
 
Although, people believe in the power of God and the efficacy of indigenous Fijian medicine 
are valid and cannot be condemned.  
 
  Typical was: 
“You know that my cousin is a clubbing person. She had no time 
for God. I was told that she had this illness “tona”. She began to 
lose her hair and present with other medical conditions. She was 
referred by the village health worker for medical treatment and 
has been treated. She has been prayed for and is repenting” 
(Titilia, middle age woman, 22nd February, 2009).  
  
These statements are evocative of the discourse about the need to repent and the 
transformative power of God that is common to many evangelical, charismatic and 
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Pentecostal church denominations. Renewed relationships with God and conversion to these 
new church movements in Fiji are among the approaches some respondents proposed in HIV 
support care that linked relationship between HIV and faith healing. 
 
Although there seemed to be varying views on health seeking behaviours between the senior 
citizens and the young generation of women, one thing that was clear was that there is 
recognition of the value of seeking biomedical treatment to compliment the traditional health 
care. Women respondents prefer to go to female healers or female doctors but the problem 
has been that there are more male than female doctors in the clinic set ups It is very seldom to 
have male healers looking after women’s sexual and reproductive health on the contrary there 
are more women healers treating men’s sexual and reproductive health illnesses 
 
Fijians live and organise their society communally, and discussion with informants revealed 
how this communal obligation extends to responsibility of the sick. They are expected to tell 
the immediate family about their illness who in turn informs the extended family of the status 
of the illness. The families in return will start their web of communication: commonly 
referred to as “coconut wireless” (sending messages from the sender to the receiver through 
village gossips) throughout family and kin.It is believed that this is much faster than normal 
telecommunications networks. By the end of the day every family member will know that a 
particular relative is sick. There is an automatic obligation upon receiving the information 
that the immediate families will house and /or care for the ill person. Each will contribute in 
whatever way possible to ensure that the relative is sustained during the time of illness for 
example provision of food, herbal medicines and other form of traditional therapies, 
companionship. This process is expected for any illness, including HIV so to trigger this 
support requires revelation of one’s HIV status to family members. To reveal is the first step 
to gain acceptance by the family and for healing to commence in the physical body, the 
spiritual being and kinship relationships.  
 
     During interview, one of the respondents said: 
“When one is sick, irrespective of the illness, he or she has the 
responsibility to tell the family first. The family will look after the 
sick”(Akosita, 22nd January 2009). 
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       Typical of other discussions: 
“My dad had a stroke and was semi paralysed. I am so worried 
because he had to be assisted with feeding and bathing. We 
contacted our relatives and my cousin who was a medical doctor 
at the area clinic came to visit at home and referred him to the 
special clinic. Through her contacts, she provided a wheelchair. 
My uncle contacted a specialist massager who is coming to 
massage every-day. It is good we have families. They all come 
with traditional medicines and food. Our family quickly 
organised the bulubulu to our clan chief” (Teresia, youth, 11th 
December 2008). 
“My sister was diagnosed with late stage of cancer of the cervix. 
She is still in her mid- thirties. The hospital people say there is 
no cure. We were reluctant to share her condition but we are 
glad we have .Someone told us that there is a traditional healer 
in the next village that has cure for cancer. She took this 
medicine and we are positive about healing. Keeping fingers 
crossed. We have strong faith and we believe that the God we 
serve will heal her. But the good thing is: we are grateful to our 
relatives who keep coming to visit her. Some with food, others 
with love (come to wash her clothes, help with cooking at 
home).our church pastor came and prayed for her. It was also an 
opportunity for the family to seek forgiveness” (Salome, 15th 
January 2009). 
 
Some of the respondents struggled with the dichotomy between the right for a HIV person not 
to reveal their status, as embedded in Fijian and international laws, and the ability of a 
positive person to heal. One described: 
“I am so upset with the secrecy and the privacy surrounding this 
HIV. It is sad that they have to shoulder their pain and illness 
alone. Do we have to sit and idly wish for “mana” to fall? Where 
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is our Fijian loving and caring culture? It is our communal 
responsibility. It is our obligation to look after our people” (Feni, 
youth 22nd January, 2009). 
 
Upon hearing that a kinship member was seriously ill, other family members are also 
compelled to make bulubulu61
 
 and to organise reconciliation and restorations of fractured 
relationships to foster healing. This bulubulu is one important part of the Fijian culture and is 
used for conflict resolutions and has also been described as important to the preparation for 
death in terminal illness (Ravuvu, 1987; Hickson, 1975).  
Informants discussed: 
“It’s not hard to do the ibulubulu, just take “kava”. Present to the 
elders with a sincere heart and seek forgiveness. I believe that it 
is not the quantity, it is to do with the value attached to the 
meaning” (Teresia, middle aged woman, 15th January, 2009). 
 
“The ibulubulu is done to clear our pathways. It is important. We 
don’t know if we have unconsciously violated norms. Just do the 
ibulubulu to be on the safe side do it for clearance and healing?” 
(Sereana, 15th February, 2009). 
 
Indigenous Fijians believe that any severe illness is a consequence of a strained relationship 
with family/kin/community. Because illness is believed to derive out of violation of social 
norms, the ibulubulu is a ceremony of forgiveness and is an important process for healing 
(Gatty, 2009). The request for love and maintenance of good relations are the main elements 
of ritualistic speeches. Veisorosorovi is the next step; where families and kinship groups 
come together to reconcile and mend fractured relationships. It is an atonement act, for 
misdeeds and a cleansing rite with families and groups through a reconciliation forum to 
amend fractured relations.Once that is done, cokonaki62
                                               
61“Bulubulu” –requests for forgiveness and tolerance of the untraditional and irresponsible of one of their family 
members together with expressions of love, and a desire for a maintenance of good relations between the two 
groups. “Bulubulu” also is a process of reaffirmation of identity and group memberships. 
 is followed; a process of restoration, 
62Cokonaki- restoration  of individual and group relationships. 
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re-building relationships and finally duavata63
 
; fostering unity and good relationships. 
According to Ravuvu (1987), the Fijian ethos affirms that irrespective of status, group 
affiliations, individuals, social groups need to be received and treated with prestige and 
respect at all times. Breeching this is harmful to the health and well-being of individuals and 
communities. 
Once the four main steps in the process are followed, there is the belief that the sick person’s 
pathways are cleared and healing should take place eventually. If, by chance the illness is 
terminal and incurable; the healing process becomes the preparation to moving to the next 
life. Fijians believe that there is life after death, either you descend to bulu64
 
  or ascend to lagi 
(the skies) also referred to as lomalagi (heaven). An important part of cultural process of 
healing is preparation for death. Ordinary or natural death usually creates a situation which is 
quite emotional. Knowing that the hour of death is approaching, the departing person usually 
calls his close kin to his or her death bed and announces that his or her end is drawing near.  
The importance of this cultural reconciliation process is healing or peaceful death as 
described by one of the informants when discussing HIV, but reflects the situation for any 
terminal illness: 
“HIV is always attached to incurable and deaths, this is my 
worry. I am very sad about their spirits if they die without doing 
things the proper Fijian way. It is common knowledge when we 
do the bulubulu; we are either instantly healed or live to die. But 
what is important, that one is released from the worldly 
bondages and is set free to enjoy the next life” (Tina, 15th 
January, 2009). 
 
Even some youth interviewed could describe the importance of gaining harmonised cultural 
and social relationships:  
“It is heart breaking if a family member dies of HIV. I believe 
that we can only contemplate in the land of the living. Every 
systems and institution should work together in the healing 
                                               
63Duavata – coming into good terms; fostering good relationships. 
64Bulu – underworld. 
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process. I am held accountable and I cannot forgive myself if my 
brother or sister dies without seeking forgiveness. You don’t die 
instantly from HIV, it takes time and that time should be used to 
seek forgiveness to the elders, the ancestors and the Supreme 
God” (Tokilufe youth, 5th March, 2009). 
 
A death among Fijians has important social and religious significance to the living. It has to 
follow a full burial protocol for it to be acceptable. It enhances solidarity by bringing together 
those kinsmen and friends of the deceased who are separated by geography, time and other 
factors. It strengthens and reaffirms existing social and political links and generates new 
vigour in forgotten and dying relationships. A death or bereavement transcends social barriers 
and indifference, and act as a focus for reconciliation for the kinsmen of the dead who are 
disaffected from each other.  
 
The church plays a mediator role in the cycle of conflict resolution, restoration and 
preparation for death. Because the Supreme God is seen as the most awesome, above the 
ancestral and spirit Gods, religious faith is seen as the paramount vessel for advice on matters 
of life, healing for illnesses and preparations for death. These concepts echo the traditional 
concepts of the heavens and the underworld. Fijians look to God for support in their pursuit of 
wellbeing and health. One of the informants’ discussed: 
“Like our parents, we are pretty religious and we do all the right 
things, actually our survival is because of our religious beliefs” 
(Alanieta, 22nd February, 2009). 
 
As discussed early, there is a strong community belief that God is the cause and the origin of 
HIV acquisition and many of the women respondents believed that “recovery” from any 
serious illness including HIV lies in God’s hands:  
“I believe that Christ is the only one that can save, if I really do    
believe, eh” (Aliti, youth, 11th December, 2008) 
 
“Disease like AIDS is beyond human powers as there is no cure 
as yet. It’s just takes the miracle of God to have healing. I 
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believe that we just need to serve God, to fear God and keep his 
holiness for his protection. Through our own sin, we get sick. 
We need to repent.” (Varisila, Methodist church pastor’s wife, 
22nd January, 2009). 
 
Often the pastor’s hands an seen as a vessel of God’s hands, and the laying of hands on an ill 
person is part of the healing or reconciliation process.  
 
One respondent recalled how the prayers of two pastors of a new church denomination 
enabled her to get over a severe period of illness: 
 
“In 2003, I got jaundice at that time. Yeah. Okay, at that time the 
doctor was not allowing anybody to pop into my room. “He said, 
he thought I was going to die. I just thank the Lord for my 
prayers, he heard my prayer and he gave me second chance. 
There were two pastors who prayed for me. Soon after praying 
for me. That afternoon, the jaundice was gone. The doctor was 
surprised. There was nothing more. I just thank the lord, that 
after one week, I was released.” (Mili, pastor’s wife, 22nd 
February, 2009). 
 
“I walked in and he was sitting there. I interrupted him and I just 
told him have to lay hands on me” That’s all I said. I had a 
vision this morning and God is telling me that you have to lay 
hands on me and I need you to do it now. Without hesitating he 
called his group of church elders and they stood around me in a 
circle and prayed for me. And ever since that day, I have been 
walking and I’m still walking now” (Siliva, 11th December, 
2008). 
 
“HIV and AIDS is a wrath from God for not doing the right 
thing. In the Old Testament of the Holy bible, the book of 
Isaiah 59 verse 1, it says: “Behold the Lord’s hand is not 
shortened, that it cannot save; nor his ear heavy that it read 
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the bible every day and with his words, I know that he can 
do miracles” (Mereani, AoG pastor’s wife, 11th December, 
2008). 
 
In general, the respondents confidently talked of the possibility of being cured from diseases 
especially STIs and HIV if they repented, prayed hard and maintained strong faith in God. 
For some, this trust in God’s healing power was so unshakeable that they felt they might not 
need biomedical treatment. 
 
Two main types of traditional treatments for “curing” AIDS existed from my interviews at the 
time of this study. The first could be compared to conventional Fijian medicines in their 
composition (herbs, plants, bark, roots, water and etc.) and administration (length of 
treatment, prohibitions accompanying the intake (such as forbidding the intake of red crabs 
and red meat during the course of medicinal treatments, role of the specialists, etc).65
 
 The 
second from Alipate Raicebe, a well-known Fijian  male medicine specialists 
(vuniwaivakaviti) claimed he had the cure for AIDS and had successfully treated 15 of the 17 
patients he had attended (Fiji Daily Post, 4th June, 2008).  
Conclusion 
The Indigenous Fijian women’s social construction of STIs, HIV and AIDS are neatly 
interwoven into broader societal values and processes. It makes it important to know the 
basics of the Fijian culture to understand the values that is placed on the perceptions and 
responses to both health and illnesses. Helman G (2000) also noted that societies have their 
own meanings and explanations of sickness, ideas about disease transmission and sexual 
behaviour. It is therefore important for health planners and policy makers in Fiji to recognise 
the diversity of traditional and cultural values in addressing STIs including HIV and AIDS 
prevention and intervention strategies. 
 
My informants discussed that the violation of social norms has a physical manifestation to the 
human body and causes illness. HIV for example was also perceived as the outcome of the 
                                               
65Massages (bobo) were also mentioned by some but in a far smaller proportion than “waivakaviti”. For more on 
indigenous Fijian medicine see Spencer (1941), Katz (1983), Wainimate (1997). 
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violation of the social norms of the vanua to the god of the vuravura (earth), the ancestral 
gods of bulu (underworld) and the Christian God of lagi (heaven).Based on this 
understanding, it is an important culture of healing in the Fijian context is to perform the 
ibulubulu or veisorosorovi to the Gods of the three spiritual world: lomalagi,vuravura and 
bulu. 
 
Many of the respondents believe that HIV is a loss of control over tradition, way of life, 
family, one self and there is a total lack of control over risks and vulnerabilities factors. With 
the different views as presented, there are also two contradictory claims: first Fijian women 
saw HIV as an imported disease of outside with “palagi” (European) origin. The informants 
were referring to the American soldiers that used Fiji as their war base during Second World 
War. Others especially traditional healers have implied to HIV as an old disease, 
“kalounidraki” returning with a new name AIDS. Further to these claims, lies the evidence 
that HIV is in Fiji and is affecting mostly the Indigenous iTaukei population ( MoH, 2012). 
 
There is a greater need to consider the traditional ways of teaching and learning in our health 
promotion programs adopting Laverack (2003) work on health promotion amongst the 
iTaukei and how they learn healthy habits. It is important that Traditional Elders and 
Traditional Healers in our indigenous societies must be also allowed space in our health 
programs. However, changes in the way culture and behaviour interact may take time. Such 
changes are often necessary for long term impact. But in the short term, changes in the 
environment whether in laws, policies, regulations or a physical change, may have an 
immediate effect as a starting point. Informants repeatedly discussed changes in behaviour. 
There is a greater need to go back to basics and revitalise the important aspects of the Fijian 
culture in instilling values, language and acceptable practices as part of the upbringing.  
 
Many of my respondents also discussed that traditional therapy of reconciliation and 
restoration is pathway to healing. Hammar and his co-investigators (2011) also found a  
parallel belief in the efficacy of faith, prayer and laying on hands, Fijian medicines and other 
means (for example, virgin coconut oil and deep seawater drinks) of treating signs and 
symptoms linking to STIs, HIV and AIDS.This belief plays a functionalist role in the Fijian 
customs, that the traditional Fijian beliefs of the God of lomalagi (heaven) , the God of 
vuravura (earth) and the God of bulu (underworld) are interrelated and interdependent on one 
another for a balanced society thus forming unity and healing. 
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The choice of seeking biomedical care is affected by accessibility, availability, conformity, 
necessity, quality of services and these socio-cultural and political determinants. Clearly 
evident from the informants’ discussions is that those Indigenous women would have taken 
some form of traditional therapy: massages or herbal remedy before seeking biomedical 
treatments. A clear example of this is the pluralistic approach Indigenous Fijian women 
discussed to health problems, blending traditional medicines, prayer and biomedicine into 
their treatment and prevention approaches. Informants also stated that they were looking at 
herbs and healers as more accessible at village level and easily afforded. 
 
It is important to recognise that the social construction of disease and illness in the Fijian 
context revolve around their understanding of cultural beliefs and traditional practises. The 
communal way of living lay foundations for respect for the family and kinships. This is 
important for home caring and support in traditional Fijian homes and villages.  
 
Informants framed STIs, HIV and AIDS around Fijian epistemology of a communal disease 
that will also require a collective approach for intervention. Informants also discussed that 
this is the way-forward for HIV prevention and management for Fiji. Based on the above 
beliefs, it is important to recognise HIV as a communal disease in traditional Fiji that required 
a communal approach to match the Fijian socio-cultural context. Based on discussions from 
the two tribes, Kukumatua support that Indigenous Fijian women should hold tighter and 
cling on to these precepts as important to STIs, HIV and AIDS prevention and control in Fiji. 
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CHAPTER 7 SUMMARY AND 
CONCLUSION 
Vakabukabu66
_____________________________________________________________ 
is a saying in Tribe V meaning dawning of a new day. 
 
Introduction 
Vakabukabu is often said optimistically with anticipation that the new day will bring new 
lights, new initiatives, innovations and good prospects. The earlier six chapters of my thesis 
have discussed major findings of the socio cultural and other contexts of Indigenous Fijian 
women’s beliefs in and approaches towards HIV and AIDS. The discussion in these chapters 
highlight the importance of recognising and understanding cultural values, beliefs and 
practices in the development of responsive strategies for HIV and AIDS in Fiji, especially 
from the perspectives of indigenous women. 
 
The study takes an ethnographic approach guided by grounded theory principles to explore 
HIV holistically in the socio-cultural context of the Fijian society. The study is also informed 
by an insider perspective regarding the complex cultural values that shape the Fijian way of 
life, known as “Vakaitaukei” which are epitomised by the concept of the “vanua”, land and 
the people and their close ties to their land, indigenous iTaukei identity and how these values 
influence the way Indigenous Fijian women perceive HIV as a personal and communal issue. 
The findings of the thesis provide a framework to evaluate the broader policy context and the 
prevention and management strategies of HIV in Fiji. Key themes of the thesis focus on 
gender roles and gender relations, the tension between traditional values and forces of 
modernity and the significance of the Christian faith in Fijian’s perception of the world. The 
strength of this thesis is that it underlines disease and healing as social processes that involve 
reflection on and reinforcement of kinships and social relationships. 
                                               
66Kabukabu meaning morning mist, kabukabua meaning heavy fog, misty, covered with mist. Vakabukabu is a  
dawning of a new day. 
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The Need for an Indigenous Fijian Approach to 
HIV Prevention and Control 
Informants discussed that the current HIV policy and program of the Fijian Ministry of 
Health are very clinical oriented and they overlook the basic foundations of the indigenous 
Fijian knowledge, cultural practices and way of life. This discussion highlights the 
importance of the Indigenous Fijian world view and epistemology: a theory of knowledge of 
how we know and what we know. Nabobo (2006), based on her study amongst a rural tribe in 
Fiji, discussed the Fijian world view as recognising the indigenous knowledge of the vanua, 
spirituality, and customs relationships. She also illustrated the importance of the 
understanding of indigenous Fijian culture and the Fijian ways of knowing. 
 
My informants pointed out that there are three main integrating concepts in the Fijian 
worldview: the vanua (land and its geographical people), lotu (religion or church) and 
matanitu (the state). The vanua has two meanings: first in the physical sense, the vanua is a 
symbolic representation of the people’s relationship with their land. This is the cultural 
expressions of people belonging to their ancestral land. In the second sense, the vanua 
provides a social belonging of a small group of people within the wider Fijian culture. 
Secondly the lotu is the holistic integration of the people, the land and their spiritual 
dimensions and matanitu now implying a state, government or a nation such as Fiji (Figure 
28).The figure below presented a Fijian canoe that symbolised the vanua as the actual base of 
the canoe, lotu as the laca (sail) and matanitu as the kelekele (anchor). Based on this 
understanding, it is important for the vanua, lotu and matanitu to provide balance for 
buoyancy of the canoe. Informants discussed that the violation of the social and cultural 
norms of the vanua, lotu and matanitu causes dysfunction or social anomie and exposes the 
individual to illness. These 3 institutions also foster influential roles for STIs, HIV and AIDS 
prevention and care. 
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Figure 28: Fijian Worldview 
 
 
 
 
 
 
 
 
 
 
In  
 
 
This chapter, I am using the three concepts of vanua, lotu and matanitu from the Fijian world 
view to structure the discussions of my study findings. 
 
 
Vanua 
The vanua is a tangible representation of the land and its people and is further integrated into 
3 levels: the vuravura (physical world), lagi (heaven) and bulu (world of the dead), making 
this understanding the holistic integration of the people, the land and their spiritual 
dimensions (Figure 29). 
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Figure 29: The Concept of Vanua 
 
Differences between the vanua of the two study tribes manifest themselves in their language, 
customs, history, experiences, locations and traditions with slight variations, though all are 
generically Fijian. The vanua provided a social belonging to the people and is the source of 
identity with specific locations in Fiji. There is this general understanding that the vanua are 
hierarchically structured and its continuity as a traditional construct helps maintain the chiefly 
system. It is a common belief that the issues of all the vanua can only be achieved by and 
within the vanua rather than outside the vanua. Informants discussed that the Indigenous 
Fijian illnesses resulted from violations of social, cultural and spiritual norms of the vanua 
(physical world, the heaven and the world of the dead) that has resulted in a social anomie 
and the physical outcome is illness. While literature confirms that there are some 
commonalities among the indigenous Fijian experiences (Ravuvu, 1983; Kartz 1999 and 
1983), my informants expressed that illness is an outcome of violating social and cultural 
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norms of the traditional Fijian society. This is an important notion to be understood in Fiji’s 
HIV intervention programs. 
 
Dabea (2001) also illustrated that within the vanua, the notion of Fijian identity is exclusively 
homogenous and hegemonic. The social hierarchical iTaukei and the traditional cultural 
activities represent the social manifestations of the spiritual and cultural unity that balances 
the status quo. Based on views raised by the two Indigenous Fijian academics, Nabobo (2006) 
and Dabea (2001) and that of my informants’ discussions, I believe one can extend this 
linkage between spiritual and cultural realms to the search for restoration and healing with 
HIV and AIDS whereby the sick have to confide to the family who will inform the clan which 
is part of the vuravura. The extended family have to seek forgiveness from God in lagi and 
also traditional reconciliation with the ancestral God from bulu. This is the gap for HIV and 
AIDS care and support programs in Fiji. Without addressing this linkage, especially for 
indigenous Fijians, the present services for HIV prevention and management may not be 
accepted. 
 
Informants also discussed how some provinces in Fiji uphold matriarchy within the vanua, 
the matrilineal pattern of leadership where women’s descents are respected within their 
genealogy line, some even own land: given to the women during marriage as a gift for her 
and her descents. This land gift is called lewenikato, a privilege to own land for living, 
consumption and nowadays used for potential businesses. This issue had been examined in 
chapter 5 of this thesis. 
 
Informants discussed that some of the traditional landowners are now demanding that this 
type of land be leased. In the traditional Fijian society, women descents are referred to as 
vasu in the mothers village of origin and are considered prestigious or as a valuable asset to 
their mothers vanua.They could demand goods or services from the village especially from 
their mothers brothers (momo) and mothers tribes (Gatty , 2009; Ravuvu, 1987).Tensions 
arise between the vanua concepts and the matanitu where the vanua cultural practice of 
valuing their women, her descents are losing its cultural value and the matanitu conditions of 
leasing the land because of its financial value is slowly simmering to the Fijian society. Some 
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of the informants also discussed the common saying in Fiji that “blood is thicker than gold”, 
meaning their vasu is their blood, and his or her value is superior to all arrangements. 
Struggles encountered in this type of situation are exposing women and their families to 
potential risks and vulnerabilities. 
 
Ravuvu (1983 and 1987) discussed that in the Fijian way of life, VakaiTaukei, when someone 
is sick within the vanua, it is his or he responsibility to inform the family. The family is than 
obligated to inform other immediate family members who will automatically visit in the form 
of goodwill and kindness. Families are expected to take food, herbs, contacts of possible 
traditional healers, warm clothes or give money to help in the home care. This is what is 
commonly referred to as the communal responsibility of the vanua. This discussion is 
supported by Durutalo (1997) observations about class analysis in Fijian politics which 
identified the supremacy of the vanua in generating collective participation amongst the 
Indigenous iTaukei population. She discussed that it is the kinship connections within the 
vanua that uphold the Fijian identity and was instrumental in gaining societal support. My 
informants further discussed that breaking the cultural norms of the vanua can expose the 
indigenous women population to risks of illness. 
 
The Fijian world view maintains a marked difference between confidentiality where the 
service provider should not disclose information about someone to someone else and 
disclosure or revealing. Confidentiality is that the provider does not, without permission from 
client, provide information on the client’s status. Ravuvu, (1992) further maintains that to 
reveal is an important aspect of the Fijian cultural beliefs and practices and is a positive part 
of healing.However, confidentiality and disclosure are internationally acceptable and 
recognised code of ethics in HIV and AIDS care and the Ministry of Health, Fiji still need to 
find a way of merging the opposing views in order to offer a much client customized service 
of care.  
Although the Fijian way of living recommended the PLWHA to disclose their status, the 
international declaration recognises individual rights and choices.The Fiji HIV decree (MoH, 
2011) set clear guidelines on the rights of PLWHA and governing institutions for conviction 
by law if the PLWHA are seen to intentionally infect others. However the health ministry 
planners and policy makers will still have to figure out how best to address the cultural and 
traditional healing methods of indigenous communities. 
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On the other hand, the need to reveal for cultural healing is the client’s choice. From this 
observation, it is important to note that for HIV and AIDS, there are also two types of clients: 
PLWHA and the community at large. Some of the informants argued in their discussions on 
the client’s right and the client’s choices stating whose rights are we protecting and whose 
choices are we serving. Informants also shared that this dichotomy is overriding the 
community responses such as living with fear of the unknown and other misconceptions 
about HIV. This is also silently exposing the community at large to more risks and 
vulnerability factors. Perhaps it is this confusion that needs to be addressed in the services as 
well.  
 
Modernity 
Modernity viewed from an indigenous Fijian perspective means an outside influence that 
brings change (Nabobo, 2006). The interplay of and tension between tradition and modernity 
plays a significant role in today’s Fiji. In particularly, modernity brings education 
opportunities, technical and operational skills, and leadership positions but often these are 
embedded in and fit uncomfortably with the Indigenous Fijian social structure especially the 
chiefly system. Such opportunities may encourage and support new lifestyles, some of which 
increase risks and vulnerabilities for HIV. Informants discussed how modernity draws 
Indigenous Fijians away from their vanua into a new world far more individualised than that 
of their own and towards a new leadership which is much more dictatorial than traditional 
ways (Dabea, 2001; Durutalo A, 1997; Durutalo S, 1986). 
 
Informants also discussed tensions between leadership by the turaga ni koro (village 
headman) and the turaga (village chief) as well as the struggles between provincial 
administrator and the provincial chief. Informants also discussed that new chiefs established 
under colonial administration policies and structures affected the hereditary leadership of 
their “vanua” (people and their ancestral land) and led to the collapse of traditional societies. 
Chieftainship is now emotionally distant from the vanua and interrupts the traditional belief 
of Chiefs coming direct form God who heals and protects his people. They describe this 
situation as analogous to a person without a soul and that this both makes them vulnerable to 
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illnesses and other tragedies (eg. famine and pestilence) and also makes traditional ways of 
reconciliation and healing less accessible. 
 
Modernity was also discussed by many respondents as having an effect on family values, and 
upon lifestyle choices and thereby can increase their vulnerability to HIV and other STIs. The 
informants repeatedly expressed that modernity has changed life styles such as smoking and 
drinking alcohol which can have adverse effects on health (Ravuvu, 1987; Nayacakalou, 
1978). 
The older women frequently expressed that modernity has created a loss of social control and 
traditional culture among the indigenous Fijians. The younger informants welcome some of 
these changes as they now experience the benefits of freedom to choose partners and no 
longer needing to be subjected to virginity tests practiced in traditional Fijian marriages. The 
older informants argue for the protective qualities of traditional culture in relation to HIV as 
opposed to the forces of modernity, which is perceived as uncontrollable and unpredictable. 
In contrast, the younger informants welcome the empowerment of women through modernity 
and the loosening of male domination over women’s bodies and choices the latter they talked 
about as risks to women especially to their sexual and reproductive health. 
 
Indigenous Knowledge and Traditional 
Therapies 
The thesis provides substantive discussion on the cultural meanings of STIs, including signs 
and symptoms and treatment regimes. It is apparent from these discussions that indigenous 
knowledge has a key influence on the meanings of health and illness, the perceived causes of 
illness including HIV and AIDS, and the healing processes in the Fijian society. There 
remains reliance upon traditional therapy before consulting a medical doctor and a pluralistic 
approach to treatment combing both biomedical and traditional herbal medicines. The 
dependence on traditional medicine can delay hospital care and pose a number of potentials 
risks. Examples of these delays were discussed by my informants. 
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Traditional medicine is perceived as positive by many of the informants and as first line of 
treatment because it is accessible, affordable and assumed to have no side effects. Most of the 
informants were linking traditional medicine with nature and from God. This understanding 
has a theological base relating to the Fijian lotu beliefs that God created plants on the third 
day (Genesis 1: 11-13), and blessed herbs for food and healing. 
Women in Fiji are seen as repositories of Indigenous knowledge of healing but men are the 
owners of the knowledge, the land and heads of the tribes. This knowledge combines both the 
lotu understanding of the laws of creation in the Holy Bible (Genesis 1: 26) that man (Adam) 
was created first and woman (Eve) as his helper. The vanua concepts promoted that man 
should take leadership in the land and heads of tribes. However, female informants who are 
traditional healers saw their role as a form of empowerment and self -control.  
Cultural knowledge is important in developing media and communication materials for 
intervention. Informants shared that most of what is communicated with HIV and AIDS is 
based on western biomedical models, with little consideration given to how information 
interacts with diverse cultural beliefs and practices of the traditional societies. Cultural 
knowledge is also important in health seeking behaviours because it defines how community 
knowledge corresponds to biomedical concepts and symptoms of HIV and AIDS as an 
illness.  
Informants also discussed that the origins of illness can be embodied on supernatural. Often 
tabu type illness or chronic illness must be reconciled with the community to allow for the 
traditional forum of social support by the both the immediate and extended families to be 
provided to the ill person. For chronic illness, it is not just reconciliation of the individual but 
communal reconciliation of the wider extended family for healing to take place. Informants 
also discussed that negative supernatural forces result in illness. For example some 
informants described how the Fijian disease kalounidraki has clinical manifestations similar 
to AIDS. Because of the belief that this disease is linked with supernatural forces, many 
informants believed that kalounidraki will only require the traditional approach of treatment.  
 
The major findings are that health and illness vary between individuals, families, cultural 
groups and social classes. The traditional construct of illness in the Fijian society is shaped by 
people’s understanding and beliefs about the causes of illness.  
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A terminal illness always carries with it a number of symbolic meanings and can have 
multiple effects on the sick (Arno, 1976).Cultural constructs influence health seeking 
behaviour and there is a healing process that has to be followed by the sick and her immediate 
family. It is also evident from my analyses of the informant’s discussions that traditional 
practices are still active amongst indigenous Fijians but these practices are often remain 
hidden to non-Fijian. 
 
Vulnerability and Risks of Indigenous Fijian 
Women  
Focus groups participants referred to an ideal Fijian woman to be faithful, humble, obedient, 
hardworking, of good physical appearance (neat and tidy in dressing with good personal 
hygiene) and well-mannered and these sentiments are drawn from the Christian orthodox. The 
emphasis is targeted on the woman’s role around the family. 
Fiji’s history, the emergence of Christianity, implications of political dilemmas and the 
disparities that existed within the social structure have led to a number of discourses on 
ethnicity, politics, gender and religion (Durutalo, 1997, Lal , 2000, Fei ling Go, 2002,Collins, 
2008).There is a general belief that the social structure is the basis of gender inequality. Mc 
Millan (2011) and Kaitani (2003) discussed that gender norms create social pressure to take 
risks, through man expressing a macho image by having sex with multiple partners. However, 
my informants expressed that such norms prescribes the way they live and interact and there 
is marked differentiation in each of the tribe and this exposes men and youth to the risk of 
infection and create barriers to the use of prevention, care and support services. Similar 
observations by Seniloli (1982) and Sahlin (1962) further discussed that gender norms also 
creating barriers to women expressing issues of their sexuality and healthy choices thus 
exposing them also to risks and vulnerability of infections. For example in Tribe R it is a tabu 
for brother in laws and sister in laws to talk but this is accepted in Tribe V. Informants also 
discussed that when it comes to the use of family planning methods, they are expected to 
confide and seek approval from their husbands on the choices of family planning methods 
(Kava sessions, 22nd January, 2009). If this is done, it is a symbol of submissiveness of a good 
and trustworthy wife. However, if this is not done, the wife is assumed to be having 
extramarital affairs and this is the major cause of conflicts in most Fijian homes (Seniloli, 
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1982).This type of assumption is also exposing women to both vulnerabilities of domestic 
violence and risk of infection. 
In-depth interviews and focus groups revealed that traditional gender roles prescribe a double 
standard for extramarital sex. Informants discussed that in the Fijian society, women are 
highly criticised when engaging in extramarital affairs but they are expected to accept this 
behaviour from their husbands. Married women interviewed expressed concern about their 
lack of control in sexual relationships within marriage. They discussed difficulties in 
controlling their husbands’ behaviour, how the importance of maintaining family happiness 
means a woman must meet her husband’s needs. Further discussions revealed that even now 
people do not view sexual satisfaction as an important part of a healthy life. 
 
Labbe(2011) and Rarabici (1999), explained that even when women followed norms of 
remaining abstinent until marriage, being faithful to a single partner and using condoms, they 
could still be susceptible to HIV from their husbands because of the double standard in sex 
norms and men's greater access to extramarital sex. There are many factors that may influence 
a woman’s experiences to increased vulnerabilities such as expectations to be subservient to 
husbands, the lack of knowledge of sex that is promoted by culture and Christianity with poor 
health promotion (Griffen, 2006; Rarabici, 1999). My informants’ discussed similar 
circumstances. Two points were raised: firstly, if wife is refusing husband, she will be blamed 
for having an extramarital affair. Secondly, refusing husband can also mean the wife’s 
inability to providing sexual satisfaction and this can be a good excuse for husband to engage 
in extramarital affairs. The younger informants were quick to dismiss these interpretations 
and stated that this was more to do with the men’s ability to control their sexual urges. 
 
Some participants believed that wives are often victims of their husband’s behaviour. Married 
women informants shared that husbands have the freedom to enjoy night clubs or kava nights 
with friends but wives are expected to stay at home and patiently wait for their husbands to 
return and these informants are also concerned about husbands’ infidelity. Because sex and 
sexual intercourse are tabu subjects in Fijian society, the informants discussed how this 
silence is also affecting social and intimate relationships.  
 
Informants discussed tensions such as that they are not supposed to talk about sex and 
sexuality openly, or that they are not supposed to like sex and sexual practices but have to be 
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available and submissive to sexual partners especially their husbands. This understanding 
underlines that regardless of status the Indigenous Fijian women’s body is an invisible 
property of her husband. This situation is a risk factor exposing Indigenous women to abuse 
and infections. It appears that social norms are less strongly enforced for men than women, as 
wives are expected to bear the burden of their husbands’ behaviours. 
Young women discussed how boys have the liberty to play around before marriage and girls 
are not supposed to be. Another tension exists between older and younger women where 
younger women saw culture as limiting their choices while the older women recommended 
the revitalisation of culture as protective. The older women see culture as protective believing 
it to promote a one-to-one relationship between people. Younger women see culture and 
tradition, especially the arranged marriage system and the submissive wife theory, as 
structural factors that create more risks to infection. Elder women believe that women should 
not have premarital sex in order to maintain the respect of her future husband and his family. 
It was further discussed how if a girl goes to live in her husband’s family with her virginity, 
she can feel proud of herself and live with dignity. This sentiment suggests that a woman 
power is vested in her virginity and by losing her virginity she relinquishes power. But 
tension exists that once the man is victorious in breaking her virginity, the woman drops in 
value.  
Elder woman also discussed that even if a woman get married later to another man, her 
husband is unlikely to forgive her when he realises that his wife had previous sexual 
encounters and this is a major cause of arguments during marriage and could be used to 
justify husband’s extramarital affairs exposing women to further vulnerabilities factors. 
Tension also exists between protection of cultural practices and risks of it as well, creating 
lots of problems and increase the risk of women. None of the focus groups reached consensus 
on the community role in enforcing norms on premarital sex. 
Informants also discussed how women are given respect in cultural practices of puberty at 
first menstruation, virginity tests during marriage, tevutevu (tribal exchange of gifts, births 
and ivakatale or ikunei (traditional request by woman’s family to return their woman after 
death of husband). Ravuvu(1987) described that the Indigenous Fijian identity places the 
woman in a status where her marriage to a particular tribe is seen as a strategic union of clans 
and tribes establishing kinships and social relationships. She is highly valued and appreciated 
for her feminine role of child bearing and child rearing. She is able to pursue education, she is 
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given opportunities for employment, and there has been endorsement of participation in 
politics and other leadership positions. But she also has to abide by the respected cultural 
norms of Fijian society (Ravuvu, 1983). It is the other forms of social hierarchies that are 
affecting individual identity and placements.  
Embracing on the Fijian world views, I will be discussing the levels of classes amongst 
Indigenous Fijian women in society around the vanua, lotu and matanitu concepts. Firstly, the 
informants discussed that within the vanua women of noble status are given priorities for 
leadership positions in their clan, tribe and other social status of respect especially within the 
church and school committees. Informants also discussed the classes of women within the 
vanua in both tribes raised the tension between the yalewa taukei (original women of the 
tribe) and yalewa vulagi (women joining the tribe through marriage) where the yalewa vulagi 
brings her traditional status to her marriage tribe. Secondly, when yalewa vulagi is married to 
the chiefly family, she has to live and take up the responsibilities of her new role in the 
chiefly status. Informants from Tribe “R” discussed that they gave labels of butuka tu (refers 
to owning of land) for yalewa taukei and qalo mai (insulting reference of another Fijian from 
another land such as hill tribes or from the islands) for yalewa vulagi. This type of labelling 
creates the basis of tribal stigmatisation where the yalewa vulagi will always feel an outsider 
in the new land. 
Informants who were yalewa taukei strongly argued this, especially where yalewa vulagi 
brings to their tribe new teachings that does not meet their expectations of society but has to 
be adopted because of their strategic position of influence. However, yalewa taukei can also 
use this privilege to dictate conditions of leadership and communication within the commune. 
Because of the nature of this research, I can speak from and within the Fijian context. I gained 
entry to the two sites as an insider being an Indigenous Fijian woman and an outsider as 
someone who they knew used to work for the matanitu. My insider knowledge and insight 
have allowed an in-depth analysis of the Fijian culture. I found that I was accepted easily by 
the two village chiefs and the two headmen because of my traditional family links to the 
noble families of the study tribes.  
 
The tensions are more to do with the culturally social markers such as higher castes with 
kawa turaga (noble women) as privileged and the tauvanua (commoners) as less privileged, 
the educated (with degrees) and the less educated (completing primary school education), 
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women with technical and professional skills against women with indigenous knowledge and 
cultural arts and how to get the voices of the less privileged women heard in a traditional 
communal society. Three of the respondents come from chiefly families four from other 
privileged class as wives of chiefs and church ministers in the two selected tribes. Altogether, 
seven women informants were from the privileged class and the remaining 29 from the less 
privileged. Gender and further class inequalities in the Fijian society also has an influence on 
the less privileged. The greatest challenge for Fiji’s intervention program is conducting more 
cultural research to address gaps on how to best channel the voices of the less privileged to be 
also heard. 
 
Connell (2012) conceptualises the need to extend theorising gender and health to a broader 
scale, to address the complexities of gender structures. Hallmarks of these approaches are 
recognition of gender as dynamic and situational, attention to differences and the need to 
recognise the importance of diversity: meaning understanding different risks, attitudes and 
approaches. Such conceptualisation is also suggested by Sweet, and Denison (1995) structural 
factors especially rural women poor access to health services. They emphasised that the 
environmental factors include social pressure such as alcohol, unsafe sex, and forced sex on 
men and women, increased risks and with opportunities available presents “modern risks”. 
This at the individual level, reflect how women action their environment, level of knowledge, 
perception of their risk, perception of ability to do something. It recognises that intervention 
must act at all levels, not just at individual especially on issues of building women sense of 
self efficacy beyond health sector eg. education and development prospects. 
 
The analysis of the historical, political and cultural context in this study revealed the iTaukei 
notion of identity also has an influence on both the Fijian and Indigenous Fijian women’s 
identity today (Dabea, 2001; Nabobo, 2006).Although, both HIV and AIDS are present in Fiji 
they are not seen by the community as an epidemic. Most of the informants see HIV as a 
means a loss of control over way of life, traditions, family and one-self. Views differed 
among generation son approach and responses: the older generations advocated the “back to 
basics” approach in revitalizing the indigenous ways of doing things as the best approach but 
the younger generations strongly advocated merging the old practice with the new. Younger 
informants recommended the blend to address the following: 1) differences in the levels of 
messages for the young and old; 2) differences in the mechanisms and channels of 
communication;3) differences in the content of the health promotion messages. 
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There is a clear demonstration from the informant’s discussions of the need to have age 
differentiated program. Young people discussed how they have received little on sex 
education from schools, from parents or relatives. Elders remained confused on what aspect 
of sex and sexuality to share saying that, they did not receive anything from their parents also. 
This response highlights that there is still lack of knowledge of sex education between the 
young and the elder generations.Young people, who may have been denied information on 
sexual issues for cultural reasons, must now be given access to critical information that can 
affect their health and well-being.  
 
The major findings are that Indigenous Fijian women’s lives affect their sexuality in many 
ways and that understanding the cultural context in shaping female sexuality is a prelude to 
studying women, HIV and AIDS. 
 
Caring Role  
Fiji is a communal society and caring for the sick is an obligation of the wider extended 
family (Ravuvu, 1983).Informants discussed the Fijian inherited responsibility and obligation 
of caring for one’s immediate blood relatives are extended to include all other blood kin 
irrespective of generation and group affiliation. It is   of paramount importance that when 
someone within the kinship is sick, irrespective of the illness that he or she tells the family 
who will then inform the extended family system. Ravuvu(1987) also highlighted that the 
wider kinship in return is obligated to care for the sick in the form of total care, cash, 
kindness, food, herbal medicine or other forms of traditional therapies if modern medicine has 
proved futile in one way or another. 
 
Women respondents argued that even in illness the woman is obligated to assume the caring 
role in the family. This caring role sometimes supersedes her immediate need to seek medical 
attention and care. This coping mechanism should be explored further as to how best home 
and family care could be enhanced for HIV care and support in Fiji. 
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Lotu - The Role of the Church 
Informants shared that lotu is one of the important foundations of the Fijian society. The 
violation of religious norms is believed to be a cause of illnesses. HIV was dubbed by one of 
the pastors as a wrath from God for sin. Lotu in the Fijian worldview relates to Christianity 
with traditional, cultural and spiritual dimension with God and the ancestral God.  
 
The churches are crucial actors in the response to the growing problem of HIV and AIDS but 
sometimes they give rise to ambivalence (Lucker, 2004). While the churches have led the 
way in supporting people affected by HIV, Christianity tends to be identified by Fijians with 
moral teachings about sexuality and an opposition to the use of condoms that many 
prevention programs recommended. However, not all churches oppose condoms use; some 
have vigorously promoted it (Rarabici, 2000; Parker, 1995), for HIV prevention. The 
churches operate at all village locations and have established structures linked to the national 
levels. The informants identified the intensive involvement of the church as the way-forward 
for Fiji. The role of the church in management and prevention of HIV therefore is pertinent to 
provide a supportive environment. In Fiji the involvement of the church is accepted readily. 
Fijians have the belief that anything from the church is from the Christian God; supernatural 
and most Supreme. Respondents shared experiences strongly highlighted the need to prepare 
for the death process. Official acknowledgement of the traditional and religious preparation 
for death is lacking. This is an important process of care that needs to be taken up by the 
Ministry of Health and relevant NGOs for the Fiji programs. The proposal will complement 
and merge the indigenous Fijian cultural and Christian beliefs of a life beyond death. It will 
also provide a positivistic approach to accept death as a normal process of life. Religious 
Pastors should be used in pastoral counselling as part of healing and reconciliation process. 
 
Earlier discussions of the places of Christian ideology in the relationship between tradition 
and modernity address the contradictions and tensions that emerge in relation to gender 
dynamics and sexual practice. The significance of Christianity has strong potential to make an 
important contribution to informing public health policies and programs. 
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Grief 
Informants discussed that there has been little emphasis on individual, family and community 
grieving about losing a loved one in chronic illnesses. Fijian worldview identifies the close 
integration of bulu, lagi and the vuravura. Informants shared the belief that the spirit of the 
dead either go to bulu or lagi in the spirit world leaving the spirit of the families that are still 
grieving in the vuravura. Informants also shared that the yalo (spirit) is an important aspect of 
the Fijian knowledge. Informants discussed the need to provide individuals and families 
opportunities for counselling and other support services, psychological distress (bereavement 
coping stress, traumatic stress), grief reaction, social support, coping skills, substance use, 
and an intervention to improve quality of life. There should be a model of grief counseling 
and support to be developed in Fiji(Bearden, 2011; Sikkema, 2005) to target psychological 
distress.The key components of this intervention model include: 1) development of social 
support and group cohesion; 2) identification and expression of emotions related to HIV and 
loss; 3) identification of coping difficulties specific to living with HIV infection and AIDS 
bereavement; 4) identification of current coping strategies.Measures such as these are 
important to increase acceptability of HIV services to these communities. 
 
Stigma 
An ideal indigenous Fijian woman is defined by her body image and this informs the cultural 
expressions of beauty (Kong, 2007; Becker, 2004). The informants argued that the size of 
body is basis of labelling and stigmatisation. Losing weight due to HIV can be stigmatised. 
 
It was noted from the informant’s discussions that there were three different levels of stigma. 
First was tribal stigma which women of both study tribes hold with reverence. The best 
example is Tribe V, where women were labelled as kukumatua, (strong, vocal and fighters). 
Such an attitude is good if used in relation to achievements and promoted for HIV prevention 
programs. 
 
Secondly, theologically based blame comes with the belief that individuals have contracted a 
biblical punishment for transgressing moral boundaries. In other words, since HIV is the 
result of morally reprehensible behaviour and represents divine retribution, labelling and 
blame are appropriate responses. Informants also discussed the role of the church as an 
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important agent of social control which can either contribute to this stigma or be fully utilised 
for services and care. This is important as it helps to address HIV by removing these labels of 
immorality from HIV and remind people of parables like the Good Samaritan, or the 
compassion of Christ to the ill and disadvantaged.Thirdly, community labelling stigma based 
on the generalised belief that AIDS is a disease of prostitutes and those that have many sexual 
partners and they are the key to the spread of the epidemic. Informants stated that most of 
them fear stigma and labelling more than the manifestation of any illness. Further, based on 
the 3 levels of stigma, informants suggested that sensitizing the people with more education 
and information, through radio broadcasts, role plays, dramas and discussion forums about 
HIV and AIDS would empower communities to take control of their futures and build a 
system of self-reliant community outreach because this is missing in present programs. The 
madua (shame) and mataku (fear) associated with HIV are also contributing towards stigma 
and creates barriers to women seeking health care. Stigma prevents a woman from going to 
the clinic if suspected positive and may prevent even acknowledging.  
 
In addition, there are two specific categories of stigma: one that relates to disease and those 
that relate to behaviours. While the informants’ opinions give deeper insight into what is 
perceived, and what may be taking place and the current approach, by building upon this 
approach, a paradigm shift relating to  framework(Aggleton and Parker, 2003) needs to take 
place for HIV intervention programs. 
 
Matanitu -The State 
The thesis also integrates discussions of reproductive health and sexually transmitted 
infections as important aspects of public health response to HIV. Informants discussed that 
the state has a role in HIV prevention programs and how it can be health promoting, 
acceptable and accessible.Most of the informants demonstrated that health programs that aim 
to prevent HIV and encourage health seeking in Fiji need to acknowledge the deep rooted 
social norms associated the cultural beliefs on the causation of illness and associated 
symptoms.There is a need to build a culture of health, where people both adopt individual 
health measures and support health promoting policies at government, organisational, and 
community level. 
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Some of the key medical facilities such as routine laboratory testing, counselling, family 
planning coverage especially for condoms, health education should be further pushed to the 
periphery in rural Fiji to allow for easier access of services. My informants discussed that the 
current services or facilities were centralised at the main centres: the 3 main hospitals and 
rural hospitals. Referrals are made from the remote nursing clinics and health centres and it is 
very expensive for local people to travel to and forth for services. The second observed gap 
raised by my informants was the health education materials which were seen to be clinical in 
orientation and language. Most were concerned the distribution outlets are ones targeting the 
antenatal and child welfare clinics and overlooks men and youths. Health education messages 
should target social networks and discuss symptoms of STIs and HIV into the wider context 
of family health, family life, family planning and human development. The health system 
needs to provide local health workers with information on diagnosis, treatment and 
counselling of women on sensitive issues on STIs and HIV to bridge knowledge gap and 
address the issues of ignorance, madua and mataku attitudes. Changing perceptions about 
STIs and HIV will require active involvement of both men and women to recognise the 
diversity of social norms and gender dynamics.  
 
Communities often have traditional and civic structures and processes in their daily 
encounters and community led response are critical for both the global and Fiji’s response to 
HIV and AIDS. Community elders because of their privileged status in society should be used 
to spread education and messages should be disseminated in separate informal health sessions 
in a kava bowl talanoa (to yarn or chat with stories) approach. There is an urgency for the 
Ministry of Health to develop a more positivistic and innovative behavioural approach in 
addressing STIs, HIV and AIDS.  
 
From my analysis, the access barriers were the geographical distance to the main centers and 
the cost of traveling to the service focal points is unaffordable for many respondents. The 
informant’s suggested that the state should decentralize these essential services to the 
periphery.One of the identified gaps from my analysis are the limited access to care and 
treatment and the difficulty of conducting follow up of cases due to limited transport. 
Although the interviews did not reveal episodes of poor treatment, the informants frequently 
raised the issue of lack of privacy in both the service arrangement and provision. For 
example, sexually active adolescents and men have to go through their female partners to 
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receive their condom stock from the clinics. Informants shared the embarrassment attached to 
this.  
 
Informants felt that they need to get their supplies from centrally located village health 
workers, community based clinics, hotel receptions, locally based condom vending machines 
and counsellors. Further, although family planning stocks are free at government clinics, 
more often these are always out of stock and condoms from private chemists are expensive.It 
is essential to support the extension and expansion of health service to supports healthy 
behaviour and quality of care, for example in the provisions of adequate clinic space for 
counselling, community based drop in centres and peer clinics. 
 
Traditionally sanctioned gender borders limiting women’s access to education and 
information as well as opportunities to express their views need to be changed. Such findings 
suggest that alternative health promotion strategies need to facilitate a socio-cultural approach 
to HIV and AIDS, such as the Yoruba, Botswana and Swazi model (Goldin, 1994). 
 
Older participants wished to receive STIs, HIV and AIDS messages through church groups, 
seminars or council meetings but the younger participants preferred information to be 
provided through the school, television, and other media channels. However, in the current 
approach, most of the active programs are centralized in the main city Suva. Brochures and 
leaflets are distributed to selected health facilities only and are always in limited stocks or in 
most times out of stock (Site visit interview June, 2013). They also do not address the 
questions the community have, like gender and family health, HIV, sexuality and 
innovativeness. 
 
Young people should also be recognized as key advocates for healthy behaviour and not 
merely recipients of information. Both men and boys need to be involved for community 
responses programs to be effective. It is equally important to keep men informed with the 
responses of this study. 
 
Informants’ were divided on the health benefits of condom usage. While nearly all 
respondents were aware of abstinence, being faithful, and use of a condom (ABC), most 
associated condoms with an intention to have sex which could and an increased risk of 
infection. Informants’ strongly argued that the approach to incorporating condom use into the 
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culture will shift HIV prevention from the emphasis on safe sex to healthy sexual life, placing 
emphasizes on the importance of sexuality, fertility, sexual practice, reproduction, vitality and 
fitness. There were strong discussions on pitching condom prevention messages to address 
issues of breakthrough cultural and religious tabu and getting husbands and sexual partners 
understand that condom is used for prevention of infection. Higher levels of women feeling 
unable to negotiate for safe sex and this are a target for interventions. Their feelings of 
dependence upon men and his family for access to resources including basic essentials of 
food, housing is also a target for intervention. 
 
Women doubly bound cultural “ disclosure” can lead to healing with collective responsibility 
but women, to be “eligible” to access be provided with this collective support  must adhere to 
gender roles and norms which is almost double jeopardy. Young informants fairly negative 
about what they presently get culturally and women affairs. 
 
HIV prevention interventions usually aimed at individuals and may need to deal with couple 
as a social unit. The need to recognise couple counselling, more aggressive management of 
STIs and couple education and increased social support helping behaviour change. In 
addition, the need to improve communication within the relationships to protecting women. 
Superstructural macros and political environments presents dominant culture and Christian 
attitudes for gender norms and roles disadvantage for women and vulnerable to infections.  
 
My analysis discussed the need to recognise point for leveraging in the care seeking 
behaviours of Indigenous Fijian rituals, time of disclosure and then recompense time to 
increase knowledge, reduce stigma and involvement of traditional and religious healers in 
counselling of couples in collective approaches. 
 
Qualitative Research 
While literature suggests (Glasser, 2005; Kottak, 2002; Atkinson, 2001; Fielding, 2001; 
Charmaz, 2000; Durutalo, 1997), nothing short of a qualitative study using ethnography with 
a grounded theory approach can unearth an in-depth analysis of the cultural perspectives of 
and responses to HIV and AIDS of indigenous women from the two selected tribes in rural 
Fiji.  
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This study utilised a methodology that enabled access to sensitive issues like sexuality and 
are areas of greatest cultural sensitivity as HIV and AIDS confront society at its most 
sensitive points: especially the deficiencies in health services.  
 
The strength of qualitative research is on providing a rich and thick description of the 
phenomenon in concern. As both an insider and outsider to the two study tribes, I found my 
role very challenging in trying to undertake in-depth explorations in search for answers. The 
voices of the informants were so rich with valuable insights unique to the cultural settings. 
Data present the Indigenous Fijian women socio-cultural perceptions of and responses to HIV 
and AIDS in Fiji. By integrating social and cultural factors grounded in the data, new 
concepts emerge creating theories to the many factors that cause increased risks and 
vulnerabilities of Indigenous Fijians to HIV in Fiji. 
 
Strength and Limitation of Thesis 
One of the key strengths of the thesis and one that marks original contribution to knowledge, 
are references to Fijian concepts and values in the chapter titles which generated some generic 
themes. It provided a stronger structure and also helps to illustrate the significance of 
grounded theory approach to explore the socio-cultural, economic and political factors that 
contribute to the increased vulnerability of indigenous Fijian women to HIV. 
 
The thesis argues for the importance of recognising and understanding cultural values, beliefs 
and practices in the development of responsive strategies for HIV and AIDS in Fiji 
specifically from the perspectives of indigenous women. 
 
The study is informed by an insider’s perspective regarding the complex cultural values that 
shape Fijian family life, social organisation, and identity, which are epitomised by the cultural 
concept of the vanua, or people and their close ties to the land, and how these values 
influence the way indigenous Fijian women perceive HIV as a personal and social issue. 
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Key themes of the thesis focus on gender roles and relations, the tension between traditional 
values and forces of modernity, intergenerational changes in cultural knowledge and practice, 
and the significance of Christianity and the church in Fijian epistemology. 
 
I started this thesis with my own cultural understanding as my basic framework for 
theorizing, imagining and interpreting concepts and issues of culture, health and illnesses, 
STI, HIV and AIDS in the Fijian context. I started with an interest to study HIV and AIDS 
and this grew into a passion as I was exposed to field work. I discovered new ideas, themes, 
in the process of interviews and talanoa discussions. 
  
One of the difficulties encountered was getting through to the Fiji National Health Research 
Committee and the Fiji Health Research Ethics Committee. I had the University of 
Queensland Ethics approval immediately after PhD confirmation. However, it took me more 
than 11months trying to get the committees approval which is a critical factor to conduct field 
work in Fiji. The delayed response affected both my time lines and scholarship offer 
conditions. Then, I was given a tuition only scholarship at the peak of studies which is not 
feasible for an international student to survive in Australia. This should also be a lesson for 
the Ministry of Fijian Affairs scholarship unit, and the Ministry of Health, Fiji national 
research committee of an efficient research approval process. But the passion to complete this 
area of study pushed me ahead and to overcome these barriers. 
 
As an Indigenous Fijian woman my life experiences have been greatly challenged by this 
study exposure. I began to contemplate my personal experiences and finally accepted that my 
marriage is a strategic union of two noble families of two tribes. I began to appreciate the 
gender roles outside the home is no longer considered a burden but a respected social 
obligation.  
 
Previously, as an active advocate of National Women’s Organisation, I used to be critical on 
gender inequality issues. My own field work finding has provided learning issues that has 
broadened my perspectives and view of the traditional Fijian world. I begin to appreciate my 
position of privilege and understood better those that are underprivileged. My personal view 
of the Fijian world gender dynamics is more critical about gender inequality and increased 
exposure and risk to illness. 
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But the concern has been that I only studied two tribes from the many tribes in Fiji. It is 
highly possible that women in these two tribes have characteristics that are different from 
other tribes in Fiji. There have been some marked similarities and differences of the two 
tribes in relation to their resources, culture and cultural practices. Thus caution is needed 
when making generalisations from the two tribes to all Indigenous women in Fiji. 
 
It is obvious that my own education, work experiences and international exposures have an 
influence on my view of the world. I started being ambitious trying to develop a model for 
Fiji but things changed with my proposed method of approach. The use of ethnography and 
grounded theory channelled my findings to ground my findings and analysis in the data. 
Further using qualitative research methods and grounded theory, a substantive body of 
material and data was collected throughout a period of extended fieldwork allowed me to 
explore issues of HIV holistically. Finally, the theoretical strength of this thesis is viewing 
disease and healing as social processes that involve reflection on and reinforcement of social 
relations. 
 
Conclusion 
HIV and AIDS are present in Fiji and affecting the Indigenous population particularly the 
Indigenous women. It is obvious from the informants’ discussions that there are two types of 
challenges created by HIV in Fiji, a challenge associated with the perception of HIV as 
caused by outside influences, from deviant behaviours often stigmatized and a challenge of 
HIV as a chronic illness affecting the innocent partner by chance. 
 
The foundation for women’s empowerment in Fiji in sexual and reproductive health issues is 
constructed around accessibility, service provisions and appropriate funding support. The 
Ministry of Health, Fiji has allocated some funding support for HIV care and treatment. But 
the portion of funding varied slightly from the initial five year budget (MoH, 2012).This has 
an effect on HIV intervention programs. Informants also shared that there is a mismatch 
between what they need and want and the services provided for sexual reproductive health 
issues. In other words, the MoH is not offering the standard and quality of care as the 
informants perceived. There is a need to empower the local communities with personal skills 
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for preventing disease and maintaining health through lifestyle change, social support 
networks, and the ability to access social support.  
 
Any approach or strategy to  programmes on HIV prevention and control in Fiji should seek, 
value and recognise addressing the indigenous women’s cultural values, beliefs, their cultural 
meanings, their health narratives (modern and traditional) and social systems. Informants also 
discussed that the consistent neglect of women in relation to HIV and AIDS, at both the 
conceptual and practical level, indicating that public health planner, policy makers, and the 
wider communities are failing to see women as patients who actually are at risk of infection 
and suffer from the disease, and are in need of support and care.  
 
The range of HIV and AIDS discourses and knowledge displayed in the interviews was noted. 
This modern discourse on HIV prevention implies that there are mismatches between 
tradition, modernity and the indigenous women’s context. New HIV and AIDS policies that 
are culturally oriented and are fostered by this shared understanding will enhance 
effectiveness in reducing HIV transmission. There was a broad consensus amongst the 
informants that the most effective prevention efforts are those developed within the local 
context where program implementation takes place, in response to cultural understandings 
about the human body, sexuality, health and disease. 
 
It was obvious from the informants’ responses that the social construct of the Indigenous 
Fijian women’s identity and sexuality is shaped by multiple factors that are social, cultural, 
religious, economic and political. In the process, the indigenous Fijian women struggle to 
meet the expectations of the two worlds of traditional and modernity in their everyday living 
arrangements. However, there still need to be a coordinated response amongst the vanua, lotu 
and matanitu and utilising the family, the school, and the church are the influential mediums 
of learning. Informants discussed that regardless of the changes that have transpired in 
modern Fiji, the role and potentials of Indigenous women to contribute to society still have to 
be recognized and appreciated. 
The major finding from the two tribes identified that the Indigenous Fijian women’s sexuality 
is communally owned by the family, the clan and the tribe. This is in relation to the cultural 
practices of puberty, arranged marriages, virginity, and the traditional marriage protocols and 
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processes. A communal response strategy for STIs and HIV prevention and intervention 
programs is needed in Fiji. This is the gap that needs to be addressed. 
 
Of importance for Vakabukabu, that dawning of a new day for Fiji is for health planners and 
policy makers to develop a Fijian socio-cultural approach, that tailor the best of traditional 
practices and the best of modern approaches to match the specific local context of the HIV 
and AIDS situation unique to Fiji. The time in Fiji to close the gap is now or never.  
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Appendix 1 
 
Participant Information Sheet  
 
Research Topic: A socio-cultural investigation of Indigenous Fijian Women’s perception of 
and responses to  HIV and AIDS from the two selected tribes in rural Fiji.  
 
Respondent No: V/R: (V1, V2, V3, V4 / R1, R2, R3, R4) 
 
D.O.B: Date of Interview: 
 
 
 
PARTICIPATION INFORMATION:  
 
This study on Indigenous Fijian women, HIV and AIDS is purely for academic purposes. 
Your participation is voluntary and you can withdraw your participation where you deem 
necessary.  
 
The interview questions are divided into the following 8 categories: knowledge and feelings, 
perceptions and responses, opinion and value questions, experiences and behaviour, beliefs 
and practices, level of awareness, coping strategies (both traditional and biomedical), and 
cultural symbolic meanings.  
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Appendix 2 
Consent Form  
School Of Population Health 
 
 
 
 
 
INFORMED CONSENT FORM 
 
I have read the information attached to this form and understand that by providing my 
consent to participate in the study above: 
 
1. I am under obligation to participate 
2. I may withdraw from the study at any time 
3. I will not be identifiable through any publication of the data from this study 
4. My personal details will be kept in a secure place unless in use by the researcher as 
part of this study and 
5. Those details will be destroyed at the completion of the study 
6. I have the right to request a written summary of the findings of the study upon its 
completion 
 
By the provision of my signature below, I agree to participate in this study 
Signed: ___________________________ Date: ________________________ 
Witness: ___________________________ 
 
My telephone contact number: _______________ 
Preferred name of (pseudonym):______________  
Best times to contact: __________________  
DO NOT TRY TO CONTACT AT THESE TIMES: 
 
 
Thank you for your participation 
240 
 
Appendix 3 
Ethics Approval  
   
 School Of Population Health 
 
 
 
 
 
 
 Memorandum 
 
 
Thank you for your application for expedited ethical clearance for your PhD research project 
‘A socio-cultural investigation of Indigenous Fijian women’s perceptions of and responses to 
HIV/AIDS.’ The Ethics Committee of the School of Population Health has reviewed the 
materials, and ethical clearance has been approved, subject to compliance with Fijian 
Ministry of Health research ethics procedures. 
 
Information or consent sheets should include an appropriately phrased version of the 
confirmation of approval:  
 
This study has been cleared by the School of Population Health Research Ethics Committee 
of the University of Queensland in accordance with the National Health and Medical 
Research Council's guidelines. You are welcome to discuss your participation in this study 
 
To Litiana Kuridrani 
From Peter Hill  
Date 10 June, 2008 
Re Ethics Approval LK100608  
CC Megan Jennaway 
International Health  
 University Of Queensland 
Herston Medical School 
Herston, Qld, 4006 
 
Telephone. +61-7-33655432  
Fax. +61-7-33655599 
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with project staff (contactable on). However, if you would like to speak to an officer of the 
University not involved in the study, you may contact the Chair of the Ethics Committee on 
07 3365 5432. 
 
 
 
Peter Hill 
Associate Professor International Health, 
Chair, School of Population Health Research Ethics Committee 
 
